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Collective Review 


COLONIC AND ANORECTAL FUNCTION AND DISEASE 


ROBERT TURELL, M.D., F.A.C.S., New York, New York 


LIKE THE GENERAL REVIEW published in 1953 
(225) and the one on pediatric proctology pub- 
lished in 1956 (230), this review is also primarily 
directed to the general surgeon who performs 
anorectocolonic surgery but who does not have 
ready access to surgical centers. The present 
review is primarily a continuation of the one 
published in 1953. Since that time the reviewer 
has also edited (1) a symposium of a nation-wide 
character on the function and diseases of the 
anorectum and colon (247); (2) a symposium on 
pediatric proctology (248); (3) a symposium on 
endoscopy in which sigmoidoscopy and coloscopy 
have received due attention (249); (4) a compre- 
hensive multi-author text book (245), and has 
written 3 editorials on proctologic themes (215, 
222, 224). All these works have a common aim— 
to concentrate a great deal of recent, pertinent, 
and useful, but scattered, information. Particu- 
lar attention has been devoted to the various 
controversial physiologic and therapeutic issues 
and to the correlation of recent theories and 
developments that have direct and indirect 
bearing on colonic and anorectal surgery. 


ANATOMIC CONSIDERATIONS 


The anatomy of the sphincter muscles and the 
adjacent structures has recently been reinvesti- 
gated (85) and redescribed (245). Dissections 
during various proctologic operations, specimens 
removed at abdominoperineal resection, and 





digital examinations of the anal canal were 
utilized in this study. 

In summary, the longitudinal muscle is con- 
tinuous with the external sphincter muscle and 
does not pass between the internal and external 
sphincters; the external sphincter is single and 
is not composed of 3 distinct components. The 
muscle encountered in hemorrhoidectomy and 
in excision of an anal ulcer is the lower border 
of the internal sphincter muscle rather than the 
hitherto believed, subcutaneous component of 
the external sphincter muscle. It is now clear 
that what Miles called the “pecten band” is 
the lower border of the internal sphincter 
muscle. During hemorrhoidectomy, with trac- 
tion on the hemorrhoidal mass, the external 
anal sphincter muscle relaxes and moves out- 
ward or laterally to expose the lower border of 
the internal anal sphincter muscle. These studies 
led to a more rational treatment of anorectal 
abscess (55) and anal fissure (28). 

The anatomy of the blood supply of the distal 
colon has also been restudied recently (90, 245). 


ANTIBIOTICS 


Experimentally, in the dog; antibiotic therapy 
affords complete protection against complica- 
tions that are lethal to 60 per cent of the un- 
treated (or control) dogs. The mucosa may de- 
generate after devascularization of a portion of 
the colon, but it regenerates if the muscularis 











mucosae is uninvolved. When the muscularis 
mucosae degenerates, perforation with lethal 
peritonitis follows (36). 

Clinically, it has been established that anti- 
biotic agents along with mechanical cleansing 
of the bowel (plus replacement of various de- 
ficiencies) increase the safety of elective intestinal 
surgery (89). A combination of neomycin (1 
gm.) and oxytetracycline (0.25 gm.) has been 
used in most of the patients every hour for 4 
doses 2 days before the scheduled time of opera- 
tion, and a combination of 1.5 gm. of neomycin 
and 0.25 gm. of oxytetracycline every 6 hours 
the day before operation. To avoid resistance to 
the Micrococcus pyogenes (hemolytic staphylo- 
coccus aureus) neomycin is sometimes used 
alone. An increase of the resistance appears to 
occur when the use of these drugs is prolonged. 

Since the acceptance of this review, kanamycin 
has become commercially available. Its clinical 
usefulness will probably parallel that of neo- 
mycin. 

The reviewer et al. (231) have briefly discussed 
the development of modern intestinal antisep- 
tics. We favor the combination of neomycin with 
one of the tetracyclines, reserving the employ- 
ment of the combination of neomycin with 
erythromycinlike oleandomycin for patients who 
have received large quantities of antibiotics in 
the past, or who are in hospitals in which peni- 
cillin or the tetracyclines have been used ex- 
cessively, and thus conceivably reducing their 
effectiveness against staphylococci and/or coli- 
form infections because of organism fastness. As 
we feel that antibiotic systemic protection of the 
patient undergoing colonic surgery is of value, 
particularly in the initially grossly infected cases 
(diverticulitis, necrotic neoplasms), let alone in 
cases of infection which frequently may accom- 
pany any neoplastic lesion of the colon (as 
evidenced by the frequent finding of nonmalig- 
nant mesenteric lymphadenitis), we advocate the 
inclusion of an absorbable antibiotic at present. 

For cleansing of the bowel we are now using 
flushing enemas of physiologic saline solution, 
or flushing enemas containing 5 to 10 c.c. of 1 
to 5 per cent of dioctyl sodium sulfosuccinate 
(colace) for each 500 c.c. of enema fluid, instead 
of conventional tap water enemas, in order to 
eschew possible water intoxication. This un- 
toward effect has been almost totally overlooked 
in the past as have the variable but considerable 
losses of potassium which may and do follow 
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excessive irrigation and in turn predispose to, or 
increase the chances of, postoperative hypo- 
kalemia. These two pertinent features, as already 
alluded to, have to date not commanded suffi- 
cient heed in the general scheme of the pre- 
surgical preparation of the colon. Early attempts 
to detect and treat resistant enteric micrococci 
in patients who are about to undergo operation 
for a colonic lesion (226) also have decided 
prophylactic value. 

We are also employing either a one or two day 
antibiotic preparation because, in our experi- 
ence, this short term preparation is not only suffi- 
cient but tends to avoid the overgrowth of the 
Staphylococcus aureus. 

Side effects. Following the performance of vari- 
ous types of intestinal surgery, a comparative 
study of postoperative complications that might 
possibly be affected by the administration of 
antibiotic agents after oral and parenteral pre- 
operative antibiotic preparation (168) revealed: 
(1) the incidence of postoperative complications 
differed little (5.3 per cent) between the group of 
patients who received a penicillin-streptomycin 
combination parenterally and those who re- 
ceived members of the tetracycline group of 
antibiotics orally, and (2) that presurgical prep- 
aration of the colon with orally administered 
tetraycline antibiotics caused no fewer compli- 
cations following operations that did not involve 
an intraperitoneal intestinal anastomosis than 
did simple parenteral administration of penicil- 
lin with the streptomycins on the evening before 
operation was to be performed and subsequent 
to surgery. However, fewer complications _fol- 
lowed the orally administered tetracyclines after 
the performance of intraperitoneal intestinal 
anastomotic procedures than followed the par- 
enteral administration of the penicillin-strepto- 
mycin combination (168; 245, page 172). 

Enterocolitis (and pneumonia) caused by 
antibiotic-resistant strains of the Micrococcus 
pyogenes may occur when the tetracyclines are 
used in the presurgical preparation of the colon 
(167). Bacterial resistance to neomycin is not 
frequent at the present time, although with 
more universal use of this antibiotic such re- 
sistance may increase. Although complete intes- 
tinal asepsis is unobtainable by the use of 
neomycin alone, the anaerobic bacteria not 
affected by neomycin appear to be of relatively 
little importance in surgical infections. With 
the use of neomycin alone in a dosage of 4 gm. 
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and 6 gm. for 2 days and the day of operation, 
respectively, the incidence of postoperative com- 
plications is as low as that following the use of 
neomycin and tetracyclines. 

Others also found that neomycin effectively 
suppresses intestinal bacteria, including the 
Proteus and Pseudomonas, without producing 
resistant forms (44). In a clinical experiment in 
which each of 25 patients received 1 gm. of 
neomycin every 4 hours for 24 hours prior to 
operation, while each of another 25 patients re- 
ceived a single dose of 4 gm. of this antibiotic 
24 hours before operation, there was neither an 
overgrowth of yeast and fungi nor was there 
toxicity from absorption of the antibiotic. 

In this connection, it is worth stressing again 
and again that acute postoperative pseudo- 
membranous enterocolitis is a complication of 
surgical intervention of the alimentary tract. It 
was first described as early as in 1893 by J. M. T. 
Finney—long before the discovery of antibiotics. 
The exact cause of this enteritis is obscure. The 
intestine is the seat of grayish-white pseudo- 
membrane formation with areas of superficial 
ulceration interposed between segments of non- 
ulcerated, but hyperemic, mucous membrane. 
The wall of the bowel is edematous. Sometimes 
peripheral circulatory collapse antedates the 
onset of diarrhea (45). The patient may suc- 
cumb within less than 24 hours after the onset. 
The most vigorous treatment, e.g., fluid replace- 
ment, corticotropin (ACTH), adrencortico- 
steroid hormones, antibiotics, plasma, or blood, 
frequently fails. Incidentally, staphylococcal 
enteritis usually responds to the discontinuation 
of the offending antibiotic and simple therapy 
with or without an antibiotic to which the 
staphylococcus is sensitive. In our experience, 
the other anorectocolonic toxic side effects from 
orally administered antibiotics, such as simple 
diarrhea and anogenital pruritus, have also 
yielded rapidly to the discontinuation of the 
offending antibiotic and simple therapy in most 
cases. These effects have hardly been a thera- 
peutic problem of concern. Of drug therapy, 
codeine or papaverine is extremely useful against 
diarrhea, while acidophilus milk or buttermilk 
is utterly useless. The application of the various 
derivatives of the fatty acids in a cream base is 
extremely effective against pruritus. Spontane- 
ous recovery has been much under-rated as has 
been the effectiveness of placebo (228). 

It still remains to be determined whether or 
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not presurgical bowel sterilization has any effect 
on the proliferation of cancer cells—a thought 
advanced by Vink (234). 

Most recently a method of impromptu sterili- 
zation of the colon has been described (82). 
Preliminary irrigation with saline solution, fol- 
lowed by a 1 per cent neomycin solution, or 0.4 
per cent clorpactin WCS 90 wash, effectively 
cleanses the large intestine and quickly reduces 
the bacterial counts to sterile or trace levels. 
Following the use of 200 c.c. of clorpactin, the 
wash fluid is routinely sterile for yeasts, molds, 
and bacteria. The action of this chemical on the 
mucous membrane is less effective than it is on 
the bowel contents. In only one case was the 
mucosal specimen, removed by biopsy, sterile. 
Clorpactin up to 0.4 per cent solution appears 
to be safe and effective when used topically 
(intraperitoneally or intracolonically). At this 
point it may be pointed out that since an intra- 
peritoneal instillation of neomycin may produce 
respiratory depression (56) and also renal failure 
it had better not be used, certainly when another 
equally potent drug is available. 

Clorpactin differs from Dakin’s solution in 
many respects. Clorpactin is a highly buffered 
and stabilized organic hypochlorous acid deriva- 
tive, while Dakin’s solution is an inorganic 
solution. Dakin’s solution has a pH range of 
9.3 to 10.2 and is irritating at a pH less than 9.3, 
whereas clorpactin has a pH range of 5.5 to 6.9 
and in this pH range is not irritating on open 
wounds. The bactericidal activity of clorpactin 
is greater than that of Dakin’s solution. These 
are some of the important, though not all, differ- 
ences between these two substances. 

Another most recent development relates to 
the potentiation of antibiotic agents. Glucosa- 
mine, a physiologic aminosugar, is capable of 
producing and sustaining enhanced effective 
blood levels of tetracyclines, thus potentiating 
the therapeutic value of these antibiotics. The 
superiority of the glucosamine over citric acid 
preparation has again been shown (30). Glu- 
cosamine does not produce irritation of the 
intestinal mucosa; it is sodium-free and releases 
only 4 calories of energy per gram. 

Also recently, a new ester, triacetyl oleando- 
mycin, has been developed (TAO). 


POLYPS 


The subject of adenomas is extremely impor- 
tant but quite confusing. Because of the many 











opinions and few proved facts, the reviewer was 
prompted to write an editorial (222) setting 
forth the prevailing thinking on this subject. 

The existing confusion about colorectal ade- 
nomas is largely the result oftheir variable 
biological behavior pattern, which is inevitable, 
and partly the result of the failure of many 
writers to state the precise basis for their diag- 
nosis, which is avoidable. Preventable bewilder- 
ment is also caused by the clinical use of such 
terms as “‘malignant adenoma” or “‘adenocar- 
cinoma, grade 1,” which are purported to con- 
note a benign process, while the term “invasive 
adenoma” is applied to cancer. The terms 
“atypical” and “‘carcinoma in situ”? appear to 
connote a benign process to some clinicians and 
a malignant one to others. This chaos of names 
has clouded out clear ideas and thoughts. The 
tendency toward the development of solitary or 
scattered adenomas in families has received but 
scant attention (222). 

To avoid misleading connotations, adenomas 
are best thought of as being either benign or 
malignant. A malignant adenoma is regarded 
as noninvasive or invasive, the determining or 
boundary line of invasion being the muscularis 
mucosae. The diagnosis should be made em- 
phatically unequivocal. Equivocation invariably 
results in frustration and therapeutic inaction. 
The clinician should effect a close liaison with 
his pathologist as well as the radiologist and 
talk the same language. 

The contemporary literature is full of quib- 
bling about the incidence of asymptomatic ade- 
nomas in the general population, the reported 
incidence varying from 1.6 to more than 12 per 
cent. When symptoms do occur, bleeding (overt 
or occult) is the cardinal warning. The blood 
loss resulting from adenomas is usually inter- 
mittent, slow, and small in amounts rather than 
profuse or sudden. It is worth noting that ade- 
nomas are seldom thought of as a source of 
blood loss in cases of iron-deficiency anemia. 
Reduced blood volume caused by blood loss, 
which in turn is produced by a bleeding ade- 
noma, may occasionally suggest the clinical 
picture of heart disease. The reverse is also 
sometimes true: blood loss with a resulting 
anemia suggests an existing adenoma, and a 
systemic disorder, such as a blood dyscrasia, is 
overlooked for some time. 

The problem of adenomas was further cap- 
sulized in an exhibit that was presented at the 
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annual meeting of the American Medical Asso- 
ciation and the American College of Surgeons, 
and an article on this subject was also published 
recently (219). 

The hereditary aspects of solitary adenomas 
have recently been stressed (175, 211, 247). It is 
believed that the genetic predisposition to ade- 
nomas may account for the unusually high in- 
cidence of alimentary tract cancer in some 
families. Richards and Woolf reported a family 
in which one-third of the second generation of 
adults died from cancer in the alimentary tract 
and half of the members of the third generation 
had small adenomas of the rectum or rectosig- 
moid. Recurrence of adenomatous polyps was 
noted in 14 of 20 of these patients who were 
re-examined some 12 to 18 months after extirpa- 
tion of the adenomas (175). In 1941, the re- 
viewer observed adenomas in 5 surviving mem- 
bers of one family whose parents had apparently 
died of intestinal cancer. Also, thus far, single 
adenomas have been encountered in three gen- 
erations of two families; this study represents 
only an incomplete survey as the remaining 
members of these families have thus far resisted 
endoscopic surveys. This study is being extended 
to other families (211). 

On April 18, 1958, at the annual meeting of 
the American Surgical Association held in New 
York, Moyer presented an abridgment of the 
studies conducted by Spratt, Ackerman, and 
himself on the relationship of polyps of the colon 
to colonic cancer. Their observations tend to 
discredit the current belief that adenomatous 
colonic polyps are prone to become cancers. 
Instead they support the view that adenomatous 
polyps possess a very low propensity for malig- 
nant degeneration, if any, and that the ade- 
nomatous polyp with cancer in its base is a 
primary polypoid cancer with a great part of it 
being highly differentiated, and not an ade- 
nomatous polyp that has become a cancer. 

I have observed the occurrence of cancer in 
the site of benign adenomas in 4 patients after 
a lapse of about 3 or 4 years. Interestingly, the 
sister of the fourth patient had harbored an 
adenoma for more than 15 years which has 
remained benign. Although these observations 
are not conclusive, as they were based on the 
examination of tiny bits of tissue removed with 
the biopsy forceps from the summit of the ade- 
noma, a procedure we now regard as totally 
unsatisfactory, the 4 cases nevertheless indicate 
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) the probability of malignant transformation. On 


the other hand, we have under observation 4 
additional patients who have been known to 
have benign adenomas for more than 10 months, 
and 13 others with benign adenomas of from 2 
to 9 years’ duration who have thus far declined 


' treatment (including one in whom autopsy ex- 


amination verified villous adenoma) in whom 
there is no clinical evidence of cancer. 

While the malignant potential and the meta- 
morphic forces, or transitions from adenomas 
to carcinoma, are questioned by some workers, 
the loose term ‘“‘premalignant’”? or ‘“‘precan- 
cerous,” which according to Levin is essentially 
a statistical one indicating a greater probability 
of developing cancer, still has its abusive sway. 
The inexperienced workers are understandingly 
perplexed, because at one extreme there is the 
published guess (practically impossible to verify 
scientifically) that all colonic adenomas are 
carcinomas or will become cancers if they are 
not destroyed and if the patient lives long enough. 
At the other extreme is the belief, based on a 
clinical study, that rectal adenomas are either 
malignant initially or tend to become malignant 
early and that they do not become malignant 
over the course of time. In the present state of 
incomplete knowledge of the variable biological 
behavior pattern of adenomas, we venture that 
colorectal adenomas in some individuals have a 
propensity to undergo malignant transforma- 
tion, while in other persons they may remain 
benign. However, since there are no gross or 
microscopic criteria that will enable the procto- 
logic surgeon or the pathologist to predict a 
benign course for a given adenoma or when 
malignant transformation might be expected, 
I advise extirpation of all colorectal adenomas 
upon recognition, in the absence of systemic 
contraindications, as a matter of cancer pro- 
phylaxis, even if only a minority of colorectal 
adenomas do become cancers (222). It should 
be stressed again and again that only by total 
removal can the true pathologic nature of an 
adenoma be determined accurately, and at the 
same time the patient is given the maximum 
opportunity of a permanent cure. 

Small, asymptomatic adenomas of the distal 
segment of the colon may be safely and ade- 
quately removed with a biopsy forceps, which 
removal should be followed by coagulation of 
the site of the lesion, but resection is necessary 
for infiltrating malignant conditions. This makes 
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microscopic study of all polypoid lesions manda- 
tory. The incidence of carcinomatous trans- 
formation is said to rise with the increase of the 
size of the adenomatous polyp (160). Routine 
microscopy revealed the so-called “‘carcinoma 
in situ” in 14 per cent of Ortmeyer’s polyps, 
carcinoids in approximately 2 per cent, and 
overt infiltrating cancer in less than 1 per cent. 
In the reviewer’s opinion, the crux to this 
problem is the unequivocal differentiation be- 
tween the invasive and noninvasive cancers in 
adenomas. This also applies to villous adenomas. 
It is therefore difficult to agree that if a villous 
adenoma shows atypical mucosa or if the growth 
recurs, “radical”? surgical intervention should 
be instituted (125), even though it is concurred 
that the clinical course of a villous lesion is 
unpredictable. This applies particularly to the 
nonsphincteric-saving operations, such as the 
abdominoperineal resection of the rectum. One 
may also question the need for local excision by 
direct transcoccygeal or transacral approach as 
these lesions can be excised either via the anal 
canal or, more easily, by means of electro- 
thermic surgery—a combination of the snare 
and the double loop resector. (See remarks in 
the section of roentgenography.) 

Turnbull believes that cancer found in grossly 
benign-appearing adenomatous polyps rarely 
metastasizes (232). He believes that benign- 
appearing adenomas of the colon and rectum 
should be removed, but colectomy is unneces- 
sary even if microscopy reveals cancer cells. Of 
53 patients treated for benign-appearing ade- 
nomas which were found to harbor carcinoma, 
47 were alive without local recurrence or distant 
metastasis from 4 to 15 years after treatment. 
The adenomas of the rectum were usually coagu- 
lated and those above the reach of the sigmoido- 
scope were removed via a conventional colotomy 
incision in most cases. Resection of the colon was 
required in 8 instances. It should be made clear 
that patients with frank cancers or adenomas as- 
sociated with invasive cancer or familial polyposis 
were treated by radical surgical procedures. 

Coloscopy through conventional colotomy in- 
cisions (46) has become a popular procedure 
although it does not always permit efficient 
inspection of the lumen of the colon because of 
the presence of feces or offending mucosal folds. 
This procedure is said to be associated with a 
low rate of morbidity and mortality. Admit- 
tedly, coloscopy has disclosed unsuspected ade- 














nomas, but it is also known to have failed to 
reveal existing adenomas, thus creating a false 
sense of security in some instances (222). Failures 
are frequently caused by the presence of feces 
(even after meticulous intestinal cleansing) and 
mucosal folds that interfere with inspection of 
the bowel lumen (see remarks on radiography). 

The recently described improved technique of 
coloscopy (188), which inflates the colon with 
air, flattens out mucosal folds and renders intra- 
luminal lesions such as new growths and 
diverticula as distinctly visible as conventional 
endoscopy via the anal canal. 

Transillumination of the wall of the colon 
withalight encased ina translucent gadget which 
is introduced into the ampulla through the anal 
canal and guided into the lumen orad as far as 
the cecum at laparotomy has been suggested 
(69). I have been using a flexible endoscope 
with a lens system in the same manner and for 
the same purpose for some time. To date I have 
not been able to eliminate technical difficulties 
inherent to this endoscope. Particles of stool 
have at times imitated polypoid growths, but 
the true nature of these objects was ascertained 
with ease in the preponderance of instances by 
palpation alone; inspection through a colotomy 
incision was rarely necessary (245). Since view- 
ing Foley and Selzer’s exhibit at Milwaukee, 
I have designed a similar instrument which, 
at the moment of this writing, is receiving an 
experimental trial. A highly flexible sigmoido- 
scope which is now being developed will sup- 
plant any flexible sigmoidoscope now in exist- 
ence (245). 

A method believed to be superior to the con- 
ventional colotomy-coloscopy procedure is the 
extended colotomy incision (77). Exposure of 
the colon by an extended incision made in the 
tenia opposite the mesentery affords not only 
direct visualization of the colonic mucosa but 
makes possible the unequivocal finding of addi- 
tional adenomas that are missed (1) preopera- 
tively by roentgenography, (2) by palpation of 
the gut, (3) by transillumination, and (4) by 
coloscopy through a small incision, and proves 
emphatically the absence of true adenomas after 
a mistaken (or presumptive) roentgenographic 
diagnosis of polyps that leads to surgical inter- 
vention. We have confirmed this work in dogs 
(Kreel and Turell). 

The routine resection of the adenoma-bearing 
segment of the gut has its enthusiasts and skeptics. 
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Subtotal colectomy with ileoproctotomy has 
been advocated so as to eradicate any existing 
but clinically undetectable adenomas as well as 
any chance for recurrence of adenomas (133). 
The postoperative bowel function in most pa- 
tients in whom an anastomosis between the ileum 
and rectosigmoid was performed was good. The 
few patients with fair or poor function had 34 to 
76 centimeters of their ileum excised. A part 
of the cecum with the ileocecal valve and sphinc- 
ter is preserved in a few cases (245). Most pa- 
tients had some, but transient, postoperative 
diarrhea. The permanent pattern of intestinal 
function is usually established within 2 to 3 
months after operation; bowel function never 
became worse with the passage of time post- 
operatively. 

Gas explosions. This complication of variable 
seriousness has been reported from time to time 
(13, 74, 75, 129). Although I have observed only 
one inconsequential explosion during electro- 
coagulation of an adenoma, I now use carbon 
dioxide as a prophylactic measure (245). 

Prophylactic saline wheal. Recently, Rosenberg 
(178) suggested the injection of a saline wheal 
into the submucosa beneath an adenoma of the 
rectum or sigmoid colon prior to the electro- 
thermic destruction of a polyp with a view to 
protecting the wall of the gut against too great 
a thermal injury. This maneuver is said to be 
particularly applicable to sessile lesions located 
either on the anterior aspect of the rectum or 
above the peritoneal reflection. 

After a trial, I am still prejudiced against this 
procedure primarily because I believe that, 
firstly, except for the very flat lesions that tech- 
nically cannot be removed by the high frequency 
snare or the double-loop resector which secures 
them for “‘total biopsy,’’ adenomas should not 
be eradicated by diathermic destruction in situ 
since malignant degeneration in the depth of the 
polyp may thereby be overlooked for some time. 
Secondly, the injection of a wheal may prevent 
the diathermic destruction of the lamina propria 
which, on occasion, may be involved by a non- 
invasive cancer. Perforation of the bowel wall 
with the needle and localized peritonitis is a 
possibility. This also applies to the variously 
suggested techniques of marking the sites of 
polypoid lesions (Sauntry, J. P., Knudtson, 
K. P.: Technique for Marking Mucosa of Gas- 
trointestinal Tract After Polypectomy. Cancer, 
1958, 11: 607). 
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Juvenile adenomas. In a recent publication (229) 
I restated that the morphology of discrete ade- 
nomas of the colon and rectum in infants and 
children is similar to that of adults except for 
the greater amount of connective tissue stroma 
with cystlike glands in the center and a greater 
amount of inflammatory cell infiltration with a 
preponderance of eosinophils in some patients. 
The adult type of adenoma is occasionally en- 
countered in children as is the juvenile type in 
the adult. I have never observed the occurrence 
of malignant degeneration thus confirming Hel- 
wig’s as well as Ackerman’s observations (106). 
Other authors (143) agree that the bulk of 
colonic and rectal adenomas in juvenile patients 
are benign lesions with a characteristic histologic 
picture. The finding of an adult type of adenoma 
in children should arouse the suspicion of the 
presence of multiple polyposis (143). 

As to the malignant potential in juvenile 
adenomas an open mind should be maintained 
because theoretically malignant transformation 
is a remote possibility. However, the reviewer is 
prejudiced against this thought because none 
has been encountered to date in an experience 
with more than 125 clinic and private cases. For 
this reason, concurrence is difficult that any 
three (or even all four) of Gordon’s e¢ al. criteria: 
(1) the stratification of epithelial cells with 
hyperchromatic nuclei, (2) mitotic activity, (3) 
the absence of goblet cells, and (4) the presence 
of large nuclei (87), are sufficient for the diag- 
nosis of malignancy in adenomas of children. 
Students of this subject agree that “the po- 
tential of malignant transformation in polyps 
of the rectum and colon in children is probably 
no greater than that of normal rectal or colonic 
mucosa” (87). As in adults, the term “‘adenocar- 
cinoma of grade 1” is misleading and should be 
dropped from any discussion of adenomas (143). 
As in adults, it appears that not all pathologists 
agree as to the precise diagnostic histological 
criteria of malignancy; in some doubtful cases 
some pathologists render a diagnosis of malig- 
nancy largely for fear of missing one. As already 
stated, the adult type of adenomas in children 
may be misinterpreted as a cancer. 

The treatment of juvenile adenomas is practi- 
cally the same as in adults. Radical procedures 
are unnecessary as malignancy in solitary ade- 
nomas occurs rarely indeed, if ever. 

Adenomas of the appendix. Adenomatous polyps 
of the appendix in children may be asymptomatic 
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or nearly so. Surgical treatment is usually insti- 
tuted for the complications, e.g., appendicitis 
and intussusception. 

The incidence of adenomas in the appendix 
or of the small bowel is approximately 0.03 per 
cent. Most of these adenomas are of the juvenile 
type and resemble those occurring in the colon. 
They contain dilated cystic glandular spaces, 
well differentiated epithelial elements with 
many goblet cells, and an abundance of fibrous 
tissue stroma, as well as an infiltration of the 
stroma with inflammatory cells (191). 

Whenever an adenoma is encountered in an 
appendix, it is mandatory to investigate the 
entire intestinal tract for evidence of dissemi- 
nated polyposis. 

Familial polyposis. ‘The hereditary factors of 
familial intestinal polyposis have again been 
summarized (53). It was pointed out that the 
diagnosis presents no special difficulty provided 
sigmoidoscopy is performed. The reviewer, how- 
ever, has encountered 2 patients in whom ade- 
nomas were absent as far as the 25 centimeters 
which the sigmoidoscope could visualize with 
the aid of insufflation which usually permits the 
cephalad visualization of a few additional centi- 
meters of the bowel. The presence of a carpet of 
various-sized adenomas was established on 
roentgenography in one patient and at autopsy 
in the other patient. It is also important to 
examine the other members of the family, but 
this is sometimes impossible as these individuals 
are unusually secretive and avoid every induce- 
ment to examination. 

There is agreement that colectomy with the 
preservation of the rectal segment and rectal 
control is possible in many patients (37), but 
patients so treated require follow-up surveillance 
at regular postoperative intervals in order to 
detect recurrent adenomas at the earliest pos- 
sible moment. If for any reason the patient’s 
co-operation in this respect cannot be assured 
an ilecproctotomy should not be performed. 

Ileoproctotomy is usually indicated when (1) 
few or no adenomas are present in the rectum 
or (2) when biopsy reveals the juvenile type of 
adenoma. At this operation the colon with a 
small section of the terminal ileum is excised 
and from 8 to 25 centimeters of the rectum is 
left in place. The reviewer believes that no more 
than 15 centimeters of the rectum should be left 
if at all possible. This will assure sigmoidoscopic 
access to the entire postoperative rectal segment. 
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Also, the risk of subsequent formation of ade- 
nomas and/or cancer is less in a short rectal 
stump. An end-to-end anastomosis is best per- 
formed because an end-to-side union may lead 
to the formation of a blind pouch which would 
make endoscopic inspection difficult, if not 
impossible. The performance of ileoproctotomy 
does not require the mobilization of the rectum. 
Thus, injury to the pelvic sympathetic nerves 
and sexual dysfunction of male patients (which 
infrequently follows pancolectomy) are avoided. 
In a child 9 years old, the adenomas in the rectal 
stump disappeared or regressed following the 
performance of a subtotal colectomy and a 
low ileorectal anastomosis (107). Turnbull (233) 
and Holden and Cole (245) have confirmed this 
observation and are extending this clinical ex- 
periment. 

In 2 cases of diffuse polyposis of the colon and 
rectum Turnbull has encountered mucosal pro- 
jections (without evidence of ulcerative colitis) 
rather than true adenomas. 

The association of multiple sebaceous cysts 
with familial intestinal polyposis in a family has 
been described (159). Various-sized cysts scat- 
tered over the body are apparently inherited 
as a dominant characteristic. 

Multiple soft and hard tissue tumors may also 
occur in association with familial polyposis. 
Upon the finding of such tumors on examina- 
tion of a patient, proctologic and roentgeno- 
graphic investigation becomes mandatory in 
order to exclude concomitant polyposis of the 
large intestine (123). 

Nonepithelial tumors. The nonepithelial tumors 
have been discussed lucidly, albeit briefly (201). 

A new metabolic disorder caused by the func- 
tioning carcinoid syndrome has recently been 
described (142). This syndrome, consisting pri- 
marily of skin flushes and cyanosis, chronic 
diarrhea, respiratory distress, and valvular 
disease of the right heart, is usually produced 
by a growth in the small bowel with hepatic 
metastasis. The manifestations of this syndrome 
are believed to be due to an excess production of 
serotonin by the tumor and a concomitant de- 
ficiency of tryptophan and its other metabolites 
(192). Theoretically, this metabolic derange- 
ment could be produced by carcinoids of the 
colon and rectum. Recently, the occurrence of 
rectal carcinoids, both benign and malignant, 
has been reported with increasing frequency. 
Since an abundance of serotonin is present in 


bananas (along with norepinephrine) the inges- 
tion of bananas should be withheld for several 
days prior to diagnostic procedures in order to 
avoid an erroneous diagnosis of carcinoid (as 
well as pheochromocytoma). Parenthetically, 
functioning carcinoids have been reported in 
association with metastasizing bronchial ade- 
noma (Warner, R. R. P., and Southern, A. L.: 
Carcinoid Syndrome Produced by Metastasiz- 
ing Bronchial Adenoma. Am. 7. Med., 1958, 
24: 903). 

Submucous telangiectasia may be a cause of 
severe intestinal hemorrhage (182). The impor- 
tance of exploring the intra-abdominal organs 
during active bleeding rather than after bleed- 
ing has ceased has been stressed. In one case the 
lesion was discovered only at the third opera- 
tion when the distribution of the visible blood 
in the colon led to the focal source of bleeding. 
Telangiectasia of the colon is usually of rare 
occurrence. Also, the single lesion is probably 
different from multiple hereditary telangiectasia. 

The occurrence of a giant hemangioma of the 
rectum extending into the sigmoid has been re- 
ported with a long history from boyhood (186). 

Lipoma. Lipoma of the colon is second in 
frequency to adenoma (43). It occurs more fre- 
quently in the cecum and in the ascending colon. 
It must be differentiated from cancer, which it 
may simulate; it may also produce varying 
degrees of intestinal obstruction. 

Lymphoma. Malignant lymphoid tumors may 
occur anywhere from the stomach to the rectum 
and are classified as either follicular lymphoma, 
lymphosarcoma, Hodgkin’s disease, or reticulum- 
cell sarcoma. The usual site of origin is the sub- 
mucosa, but adjacent tissues are infiltrated and 
the mucous membrane may be eroded with 
resultant bleeding. The regional lymph nodes 
are involved early (200). Localized forms of 
malignant lymphoma may occur in the gastro- 
intestinal tract, although. this lesion is usually 
generalized (3). The tumor is multicentric in 
origin in about one-fourth of the patients. 

The colon is a more frequent site of a malig- 
nant lymphoma than is the small bowel. Al- 
though the endoscopic appearance of a lympho- 
sarcoma is usually characteristic, microscopic 
verification by means of a biopsy is in order. The 
lesion is usually sessile. Early radical excision (a 
resection as for cancer) followed by irradiation 
is advised. The prognosis is invariably poor, but 
a solitary lesion which is amenable to excision 


and j 
than 
how¢ 
radi 
tiate 
lesio 


CAN 


A 
abot 
canc 
com 
Pres 
cau: 
bioy 
shou 
ulce 

T 
the 
blo 
visc 
occ 
bor 
pro 
pat 
spil 
Ste 
pul 





ges- 
eral 
r to 

(as 
lly, 
| in 
de- 


siz- 
58, 


- of 
or- 
ans 
ed- 
the 
ra- 


od 


ire 
ly 


— eS SS Se Se 





Turell: COLONIC AND ANORECTAL FUNCTION AND DISEASE 425 


and irradiation is said to have a better prognosis 
than cancer in a similar location. Some authors, 
however, question the therapeutic value of ir- 
radiation (Allen). This lesion should be differen- 
tiated from the lymphoid polyp—a totally benign 
lesion that is also known as “benign lymphoma.” 


CANCER 


Anus. Squamous-cell cancers account for 
about 4 per cent of the combined anorectal 
cancers (91), and comprise 1.8 per cent of all 
combined anal and colonic tumors seen at the 
Presbyterian Hospital in New York (92). Be- 
cause errors in diagnosis are so very frequent, 
biopsy and resulting microscopic examinations 
should be made of all suspicious masses or 
ulcerations in the anal canal. 

This lesion spreads by local extension through 
the lymphatic channels, and occasionally via the 
blood stream. Extension to the surrounding 
viscera (prostate, vagina, cervix, and bladder) 
occurs infrequently and only late. Distant blood- 
borne metastases also occur late in the disease 
process; the liver was involved in only 2 of 51 
patients and involvement of the lungs, brain, or 
spine has not been encountered by Grinnell, but 
Stearns (199) has encountered 3 per cent of 
pulmonary, and 2 per cent of spinal metastases. 

The combined abdominoperineal resection is 
recommended for anal cancer no matter how 
small in size the lesion is because, as has already 
been stated, the small lesion is no guarantee 
against metastasis. In this operation the primary 
tumor and the pelvic lymph nodes are extirpated. 
Radical groin dissection is performed if the 
inguinal glands are large or suspicious, or if the 
primary tumor is unusually extensive. Whether 
prophylactic excision of the lymph nodes should 
be done routinely remains an open question. 

Following abdominoperineal resection of the 
rectum, the prognosis appears to be more favor- 
able than has been hitherto generally appreciat- 
ed. Parenthetically, recovery after abdominoper- 
ineal resection of the rectum for rectal cancer in 
a centenarian woman has been reported (239). 

The predisposing factors of morbidity follow- 
ing the performance of an abdominoperineal 
resection of the rectum are the preoperative loss 
of weight of more than 10 pounds, low plasma 
protein values, advanced age, anemia, blood 
volume deficit, and extensive disease (29). 
Genitourinary complications occur more fre- 
quently and the mortality is higher in men than 


in women. The postoperative morbidity does not 
vary with the method of cleansing the gut, the 
antibiotics administered before operation, the 
anesthetic agent or technique, or the preopera- 
tive analgesic drug. Nor does the type of in- 
cision influence the incidence of morbidity. 
However, the construction of a colonic stoma 
through a separate wound and anchoring it to 
the skin or the subcutaneous tissues is less likely 
to be followed by wound complications than is 
the emergence of the stoma through the opera- 
tive incision. Closure of the perirectal wound 
with drainage shortens the hospital sojourn. In 
general, morbidity is pronounced in patients who 
require more than 1,500 cubic centimeters of 
blood or those who experience shock during the 
performance of the operation. 

Small perianal (in contrast to anal) lesions are 
treated by wide local excision (199). The patients 
are examined at 1 to 2 month intervals. Uni- 
lateral radical groin dissection is reserved for the 
nodes that become involved clinically. A com- 
bined abdominoperineal resection of the rectum 
with pelvic lymph node dissection is usually per- 
formed for local recurrence of the lesion. More 
extensive or infiltrating original perianal lesions 
and lesions involving the anal canal and the 
sphincteric musculature are treated by the 
radical extirpation of the rectum with pelvic 
lymph node dissection. 

In the reviewer’s experience the noninfiltrating 
perianal (in contrast to the anal) lesions respond 
to wide local resection. I have also seen good 
results following minimal irradiation. However, 
to date I have not seen a single success following 
irradiation alone of anal cancer. My experience 
with groin dissection is as follows: it is either 
unnecessary (in suspected cases) or totally useless 
in overt cases. Absence of proof for this conten- 
tion at the time of the present writing is no proof 
of its absence. I have encountered a patient in 
whom a single inguinal lymph node removed for 
biopsy showed metastatic spread while the re- 
maining palpable glands removed at the radical 
groin dissection were free from metastases. The 
futility of surgery in the presence of involvement 
of the inguinal lymph nodes is concurred in by 
others (117). : 

Basal-cell epitheliomas (or tumors) originate 
in epidermal germ buds or the hair anlage; none 
occurs on the palms or soles (193). Pathologists 
have not yet elucidated whether these tumors are 
distinct from squamous-cell epithelioma. When 
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a tumor is composed of both basal-cell and 
squamous elements, the behavior is entirely that 
of a squamous-cell type and the basal component 
has no effect on the prognosis (117). 

Leucoplakia of the anal canal is considered a 
precancerous lesion (95). Chronic irritation or 
trauma may be the underlying cause of its 
occurrence in the senescent individual. Grossly, 
the lesion appears as a pearly white, elevated, 
irregular plaque. Histologically, acanthosis, 
hyperkeratosis, and chronic inflammation are 
discernible. Local excision or electrothermic 
destruction may suffice for the elimination of the 
lesion in its early phases of development. In the 
presence of malignant changes, particularly 
those invasive in character, the lesion should be 
treated as a squamous-cell cancer. 

The presence of a cloacogenic membranous 
zone that interposes the rectal and anal mucous 
membrane (anorectal junction) has been con- 
firmed (94). The term “transitional cloacogenic 
carcinoma” has been proposed to specify tumors 
of this type. Epidermoid cancer involving the 
rectum only may have its origin in the transi- 
tional epithelium of anal ducts that traverse in 
the cephalad direction under the mucosa of the 
rectum. A case of adenocarcinoma of the 
anorectal junction with features of extramam- 
mary Paget’s disease with apparent origin of the 
lesion from mucus-secreting cells of the surface 
mucosa, anal ducts and glands, and a perianal 
sweat gland has been encountered (173). 

Colon and rectum. There is now general agree- 
ment that when surgical intervention is effected 
for the eradication of cancer of the colon and 
rectum, the neoplasm with the area of the spread 
and lymph node metastases should be removed 
widely. For nonobstructive colonic lesions, the 
present-day operations, with exception of sub- 
total colectomy as advocated by Wangensteen 
and Ripstein, can hardly be made more radical. 
Appropos to subtotal or total colectomy for 
cancer (and multiple adenomas) Grinnell (93) 
stated that this operation “does not appear to be 
justified or advisable except perhaps in a few 
selected cases.” At the time of the present 
writing, the exact therapeutic place of the various 
sphincter-saving operations is still undeter- 
mined. In a forthcoming multi-author textbook, 
the reviewer has so compiled the comprehensive 
discussions and descriptions of the techniques of 
the sphincter-saving operations as to enable the 
reader to form his own opinion (245). 


In a recent study it has been stated that when 
cancer of the colon and rectum occurs, the entire 
colon “‘must be considered a potential source of 
malignant disease”’ (150). If this is true, and con- 
sidering the existing concept that cancer of the 
colon may be a multicentric lesion, nothing 
short of a subtotal colectomy and a low ileo- 
rectostomy constitutes adequate therapy. The 
occurrence of multiple, either simultaneous or 
interval, cancers has certainly been encountered | 
more frequently in recent years. Recently | 
numerous publications dealing with multiple 
tumors have appeared (138, 166). The need for 
an indefinite follow-up of all patients undergoing 
resection of the colon for cancer has been 
stressed (31). 

All sphincter-saving operations have as their 
premise the well known fact that a very small 
percentage of cancers of the terminal colon, 
perhaps less than 1 per cent, (16) shows distal 
extrarectal lymph node metastases or intramural 
bowel extension 2 centimeters caudad to the 
lower border of the tumor. It is therefore believed 
that if transection of the rectum about 3 to 5 
centimeters (16) or, better, at least 10 centi- 
meters (Dunphy) caudad to the tumor can be 
done, along with a radical abdominal and pelvic 
dissection, the operation is as adequate as the 
conventional Miles procedure. The sphincters 
cannot be saved or preserved when the cancer is 
5 centimeters from the anal verge (16). The 
value of the Maunsel-Weir type of sphincter- 
saving operation for the treatment of cancer of 
the rectosigmoid has been presented (78). 

A colostomy can be made to function im- 
mediately after operation by everting the lumen 
of the gut and suturing the mucous membrane to 
the skin (127). The complications of colostomy 
have been well described and illustrated (132). 
The offensive odors of colostomy (or other 
intestinal stomas) ,can be successfully overcome 
with a new, concentrated chlorophyll in a 
dosage of 100 milligrams taken once to several 
times daily (84). 

The prevention of local recurrence and venous 
metastases has again been clearly presented 
(195). Ligation of the colon above and below 
the site of the neoplasm, as well as ligation of the 
vascular trunks before manipulation of the 
neoplasm incident to resection is still being 
recommended. These studies have been extended 
to include the systemic use of various cancer- 
virucidal agents (245). 
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An instance of implaatation of desquamated 
cancer cells from a lesion in the colon within an 
anal fistula has been reported (98). The danger 
that such cells may be viable and capable of 
implantation has been stressed well. 

Further experiences with implantation of 
desquamated malignant cells arising from a 
lesion proximal to the pectinate line with raw 
granulating surfaces provided by proctologic 
operation, and in one case on to the raw and 
eroded mucosal surface of bleeding hemorrhoids, 
have been reported. This phenomenon probably 
represents “‘drop metastasis” (11). 

Cancer-cell seeding of operative wounds occurs 
more often than is generally appreciated (194). 

Up to this date, formaldehyde has been found 
to be most effective in decreasing tumor im- 
plants in animals. Ethyl alcohol, sodium citrate, 
sodium carbonate, and hypertonic saline solu- 
tion also decrease the incidence of tumor im- 
plants. It should be added that clorpactin WXC 
is also extremely useful for this purpose. 

Beal and Cornell (12) believe that distal ex- 
tension of the line of transection, examination of 
the entire colon at the time of operation, and a 
repeated search for adenomas or other neo- 
plasms during the postoperative period are im- 
portant means for reducing recurrence at 
anastomoses. Cancer recurred at the site of the 
anastomosis in 21 of 140 patients following pri- 
mary resection of the colon (12). The sigmoid 
colon was the usual site of the primary neoplasm. 
Neither the time interval between the operation 
and the recurrence, the margin between the 
lesion and the distal line of resection, nor the 
length of bowel excised was correlated with re- 
currence. Beal and Cornell conceded that im- 
plantation of exfoliated tumor cells upon the 
suture line may sometimes be responsible for 
recurrence. However, they noted that the in- 
cidence of recurrence was significantly greater in 
the left than in the right side of the colon, a 
circumstance not explicable by intraluminal 
dissemination of the exfoliated cells. 

Roentgen-ray examination has been advised 
after resection and anastomosis for cancer of the 
colon as soon as the site of operation was healed 
(66). Normal cicatricial deformities at the site of 
anastomosis are often difficult or impossible to 
distinguish from a recurrent growth by a single 
X-ray examination. To aid in the differentiation, 
a barium enema roentgen-ray examination 
should be performed one or 2 months after oper- 


ation. Abnormalities existing at this early time 
may be presumed to be nonmalignant in nature. 

Incidentally, Fleischer and Berenberg believe 
that the finding of tumor cells on the ileal side of 
the anastomosis is substantial evidence that 
recurrence may be caused by implantation. 

Recurrent cancer of the rectum and rectosig- 
moid following the performance of a continence- 
preserving operation may often be successfully 
treated by re-resection or by irradiation (20). 
Reoperation is advocated if total removal of the 
local lesion appears possible and no metastases 
are present. If surgery is not feasible, radium is 
applied directly to the lesion via the endoscope; 
this may be combined with external irradiation. 
The prognosis is best if the recurrence involves 
only the anastomotic site. 

The place for the ‘‘second-look”’ operation has 
again been re-evaluated (6). 

Primary irradiation has been advocated as the 
most satisfactory treatment for inoperable rectal 
cancer (241). Roentgen-ray therapy is said to re- 
lieve (partially or completely) pain, tenesmus, 
mucous discharge, and bleeding in most patients. 
Obstructive symptoms that would otherwise call 
for the construction of a proximal vent (colos- 
tomy) may disappear. In a few patients, local 
disease is completely controlled. 

Patients with inoperable cancer, exclusive of 
lymphoma, who are not amenable to irradiation 
or othertherapeutic agents may be benefited tem- 
porarily by means of hemisulfur mustard (181). 

Obstruction. Definitive emergency one-stage 
surgery is advised by some surgeons for acute 
intestinal obstruction, including obstruction of 
the left colon (63). Lesions of the left colon are 
resected and the anastomosis is effected with one 
layer of interrupted, through-and through cotton 
sutures. Incidentally, one-layer anastomosis in 
colonic surgery has been championed by others 
(76). Many primary colonic lesions can be safely 
resected at the time of emergency exploration 
(88). Thus, Van Haberer’s and Baronofsky’s 
belief that primary excision of an obstructing 
colonic lesion can frequently be accomplished 
with safety and dispatch is beginning to gain 
adherents. However, this policy is opposed by 
other surgeons (86). They believe that primary 
resection for growths of the left colon with ob- 
struction carries a higher mortality than simple 
colostomy. Goligher. and Smiddy, however, 
advocate primary resection for obstruction 
caused by a neoplasm that is associated with a 








perforation located at or close to the neoplasm. 

Brooke (26) described a two-stage operative 
procedure for colonic or rectosigmoid obstruc- 
tion produced by cancer. At the initial opera- 
tion, a temporary colostomy is placed as near the 
growth as possible. The tumor-bearing portion 
of the bowel is covered with a surgical mask 
which is tied tightly around the gut above and 
below the lesion to prevent exfoliation and im- 
plantation of cancer cells. The tumor and 
colostomy-bearing segment of the bowel are re- 
sected en bloc at the subsequent operation and 
bowel continuity is established. 

For obstruction caused by a neoplasm in the 
left colon the British surgeons prefer a pre- 
liminary transverse colon colostomy to cecos- 
tomy, while cecostomy is preferred by others 
(108, 144). I believe that the decompressive 
effectiveness and morbidity after the exterioriz- 
ing type of cecostomy are similar to these factors 
following transverse colon colostomy in an 
acutely obstructed left colon, and cecostomy is 
simpler to perform, especially in the hands of the 
resident staff. 

Roentgenographic measurement of the greatest 
transverse diameter (size) of a distended cecum 
has been advised for the diagnosis of impending 
perforation of the cecum in cases of obstruction of 
the colon (135). 


UNUSUAL ANAL TUMORS 


Anal ‘“‘adenoma’”’ of apocrine sweat gland 
origin is a noninvasive and nonmetastasizing 
benign tumor which may be mistaken for 
adenocarcinoma (204). Teloh reported the 
successful treatment of 4 such cases. Histologi- 
cally, this lesion is similar to that of fibrocystic 
disease of the breast and suggests a common 
origin of apocrine and sebaceous neoplasms. 

A similar tumor was reported recently (15). In 
this instance, the original diagnosis was meta- 
static papillary adenocarcinoma. Still another 
report deals with 2 additional cases (177). 

An interesting study of anal-duct carcinoma 
has been presented (34). Itisstated that neoplasms 
of quite variable histologic structure may arise 
from anal ducts. The successful excision of a 
small anal tumor that falls into this group of 
neoplasms was described. 


UNUSUAL RECTAL TUMORS 


A case of malignant melanoma of the rectum 
(47) and another of squamous-cell carcinoma of 
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the midrectum (49) have been reported (see 

remarks on the cloacogenic membranous zone), | 
The occurrence of a neurofibroma of the rectum — 
was reported in a woman who had disseminated , 


neurofibromatosis of the skin. This lesion is of 
importance in the differentiation of submucosal 
rectal nodules (96). 


UNUSUAL COLONIC LESION 


The probable spontaneous disappearance of a 
locally inoperable cancer of the descending colon 
has been described (61). 


CONDYLOMA ACUMINATUM 


This tumor is probably of viral origin. It may 
involve the perianus and anal canal and may 
grow within anal crypts, causing cryptitis by 
interfering with drainage and enhancing bacterial 
infection. A variety of anorectal complications, 
from ulcer to internal piles, may follow. Condy- 
loma acuminatum is said to occur most often in 
patients with short anal canals (243). The 
existence of viral warts in the anorectum may 
prevent the development of colonic cancer. Of 
300 patients with this lesion, 28 also had ade. 
nomas, but none had cancer of the large in- 
testine. Condylomas were absent in a series of 
300 patients with colon cancer. From these data 
an immunologic balance between these two 
lesions is surmised. 

Treatment of this lesion is not always satis- 
factory. The introduction of podophyllum by 
Kaplan has been a boon to the patient and 
clinician. This substance is best used as a 3 to 10 
per cent concentration in 95 per cent alcohol and 
is best applied on the lesion with a cotton ap- 
plicator or a camel’s hair brush to prevent 
irritation of the surrounding skin. Some of these 
lesions require complementary electrothermia, 
while still others, failing to respond to the fore- 
going forms of therapy, require excision (along 
with the corresponding crypts and papillae). 


CHRONIC ULCERATIVE COLITIS 


Medical. The goals of medical treatment of 
chronic ulcerative colitis are: (1) adequate rest, 
(2) restoration of intestinal function, (3) elimina- 
tion of infection, (4) improvement of nutrition, 
and (5) control of emotional problems. The re- 
sults obtained from antibacterial agents are not 
consistent. The steroid hormones have proved to 
be of value (121). The systemic use of steroid 
hormones is particularly useful during the first 
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attacks (207). The local use of hydrocortisone 
has also been advocated (206) for the relief of 
symptoms, although the inflammatory mucosal 
changes are not eliminated. Hydrocortisone 
solution instilled into the rectum induces 
symptomatic remissions in many patients with 
slight or moderate ulcerative colitis; it may also 
be conveniently administered by means of 
suppositories. It should not be administered for 
the treatment of severe colitis. 

Schwartz et al. (185) have most recently re- 
ported their studies on the efficacy of hydro- 
cortisone (hemisuccinate) given by rectum for 
the treatment of chronic ulcerative colitis in a 
small group of patients. Subjects thus far studied 
have shown pronounced objective improvement 
after the daily administration of 200 milligrams 
of hydrocortisone over a 30 minute period given 
once each day for 2 weeks. In contrast, no 
objective changes and few subjective changes 
were noted when saline enemas were substituted 
in a controlled study. Studies of the plasma level 
of compound F, measured quantitatively by the 
method of Bondy ¢ a/. and by radioactive isotope 
determination, led them to believe that there is 
no significant increase in the plasma of free 
compound F. At the present time, they believe 
that hydrocortisone given rectally is as effective 
as hydrocortisone given orally and that it in- 
duces a more rapid and favorable change in the 
appearance of the rectal mucosa. It has the 
further advantage of being theoretically fairly 
devoid of hydrocortisone side effects. 

Corticotropin or the steroid hormones are 
most useful for the fulminating phase of colitis. 
These agents are but adjuncts to, and not sub- 
stitutes for, basic therapy (183). 

Nutritional care consists of a diet varying 
from 3,000 to 3,500 calories per 24 hours, includ- 
ing some 125 to 150 grams of protein. Concen- 
trated protein, e.g., sustagen, and emulsified fat 
are useful. Norethandrolone (nilevar) in a 
dosage of 10 milligrams given every 8 hours for a 
variable period of time is useful for some of the 
patients. 

The most favorable long-term results usually 
follow complete remission of the inflammatory 
process as noted on sigmoidoscopy (68). Total in- 
volvement of the colon, regardless of the degree 
of severity, usually implies the existence of the 
disease for a long time and a doubtful outcome. 

Surgical. Abdominal ileostomy and pancolec- 
tomy should be performed when surgical inter- 
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vention is required (156, 243). The most im- 
portant indications are: (1) acute fulminating, 
but medically intractable, colitis, (2) perfora- 
tion, actual or impending, (3) stricture of the 
rectum or colon causing obstruction, (4) ex- 
tensive perirectal suppuration with fistula forma- 
tion, (5) profuse uncontrollable bleeding, (6) 
extensive secondary polyposis, (7) semiinvalid- 
ism, and (8) cancer (183). When cancer occurs, 
a 5 year survival is rare indeed (156). 

Pancolectomy with ileostomy has been recom- 
mended for all patients with ulcerative colitis 
after 2 to 3 years of nonsurgical treatment unless 
endoscopic and roentgenographic studies reveal 
reversible changes (240). Although conservative 
management has indeed made surgical inter- 
vention safer and has decidedly prolonged the 
interval between the onset of the colitic process 
and operation, ileostomy has not been avoided 
because of the greater incidence of cancer in the 
medically treated patients. The development of 
cancer can only be anticipated, but not pre- 
dicted, and may occur in patients whose colitic 
process is stationary. It is difficult to delineate 
the exact time interval; the threat of cancer 
appears after 5 years of active illness (104). Ifa 
patient chooses the risk of carcinoma, endoscopy 
and roentgenography should be performed at 6 
month intervals for the early detection of cancer. 
It may be pointed out, that roentgenographic 
interpretation is frequently difficult and fallible 
in cancer accompanying chronic ulcerative 
colitis. In a recent instance, 3 surgically verified 
cancers in one colon were missed on roentgen- 
ography. When the films were shown at several 
different meetings, none of the radiologists 
present even suspected any of the cancers. 

One stage total colectomy and proctectomy 
through an abdominal approach has been sug- 
gested (57, 174). The-use of a single incision is 
believed to diminish blood loss and reduce the 
trauma incidental to the classic perineal resec- 
tion. Ileostomy may precede colectomy in pa- 
tients with the fulminating type of colitis. 

The outcome of surgical intervention for 
ulcerative colitis has been well presented (27). 

Tleorectal anastomosis. Colectomy and ileorectal 
anastomosis for the treatment of universal ulcera- 
tive colitis has been advocated recently (7); 
proctectomy and consequent abdominal colec- 
tomy are not always necessary. However, if the 
inflammation in the rectum does not regress, 
proctectomy with an abdominal ileostomy is 


performed at a later date. Others (145) have 
also performed this operation when the rectum 
was not extensively involved. 

Bilateral lobotomy has been extended to the 
treatment of selected patients with intractable 
ulcerative colitis associated with varying degrees 
of psychiatric disease and who failed to respond 
to adequate medical and psychiatric manage- 
ment (130). 

Dilation of ileum after colectomy. Contrary to the 
popular belief, enlargement of the ileum after 
colectomy is not the result of physiologic com- 
pensation for the loss of the large intestine, but is 
usually the result of intestinal obstruction (139). 
No relation between the increased absorption of 
fluid and the increase in the size of the ileum 
could be demonstrated. In the absence of ob- 
structive factors, the feces of most patients be- 
come semisolid soon after colectomy and there- 
after vary in consistency only with dietary and 
emotional factors. 

Segmental. Segmental colitis is believed to 
occupy a midposition between ulcerative colitis 
and regional ileitis in location, symptomatology, 
and complications (140). Although segmental 
colitis usually begins in the right colon, it may 
be confined to segments of the right, left, or 
transverse colon. Unlike universal colitis, the 
rectum and rectosigmoid are not involved 
initially. In untreated segmental colitis, the dis- 
ease process may eventually spread caudally to 
involve the rectum. The results of segmental 
resection with re-establishment of intestinal con- 
tinuity are decidedly superior to those obtained 
from conservative management (and when anas- 
tomotic sidetracking procedures are performed 
without resection of the colon) (50). This applies 
particularly to the rate of recurrence after 
therapy. It is believed that early surgical inter- 
vention minimizes the chances of ultimate 
ileostomy. 

Colitis during pregnancy. Ulcerative colitis during 
pregnancy is said to occur usually during the 
first trimester or the postpartum period. It is also 
speculated that the onset of colitis corresponds 
to the period when the serum value of corticoids, 
steroids, and estrogens is low (41). Ulcerative 
colitis associated with pregnancy has been 
divided into 4 groups. In group 1, the colitis can 
usually be tolerated and hence is treated con- 
servatively, although therapeutic abortion is at 
times urgent for the control of the symptoms. 
The incidence of exacerbation of the colitic 
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process is high in group 2, and the clinical course 
may be rough indeed. Pregnancy may have to be 
terminated in group 3 only when the disease 
begins during the first trimester and when the 
life or the future well-being of the mother is in 
danger. Group 4 consists of acute ulcerative co- 
litis developing during the puerperium. By and 
large, pregnancy complicated by ulcerative coli- 
tis is treated conservatively since the life of the 
mother and that of the fetus is but seldom com- 
promised and the delivery is likely to be normal. 

Tleostomy chemistry. While an ileostomy does not, 
as a rule, produce significant losses of nitrogen 
nor an electrolyte imbalance immediately after 
operation, on occasion an increased volume and 
high concentration of sodium in the ileostomy 
fluid immediately after the construction of an 
ileostomy may produce a serious deficit of sodium 
with a sudden collapse of the patient (39). Since 
at a late time, increased loss of fluid from the 
stoma is accompanied by an accelerated excre- 
tion of salt, extra sodium chloride should be 
ingested. Loss of potassium, a problem in many 
cases of ulcerative colitis, is corrected by the 
ileostomy. Potassium replacement is therapeuti- 
cally more important before ileostomy than 
sodium replacement afterward. Persons with 
ileostomies lose more calcium than do healthy 
individuals. 

The important anorectal complications of 
chronic ulcerative colitis are: (1) polyposis and 
cancer, (2) rectal stricture, (3) anorectal abscess 
and fistula, (4) hemorrhoids, (5) anal fissure or 
ulcer, and (6) incontinence (11). One may differ 
about the therapeutic value of a_ posterior 
proctotomy for a low-lying rectal stricture even 
in quiescent ulcerative colitis. 

Ileostomy dysfunction. ‘The complications of 
ileostomy have received considerable attention 
during the past few years (40, 137). The tech- 
nique of surfacing the serosal surface of the 
ileostomy stump with a mucosal graft for the 
prevention of serositis of the exteriorized ileal 
stoma with consequent dysfunction has been 
redescribed. The Brooke method of eversion of 
the full thickness of the exposed ileum and 
suturing it to the skin margin is preferred by 
some surgeons (10). In addition, the serosal 
surface of the everted ileum is scarified in order 
to obliterate serosal space. Small vents are made 
between the sutures in order to promote drainage 
of retained serum and blood. To prevent pro- 
lapse a tuck in the peritoneum parallel with the 
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intestinal axis above and below the prestomal 
ileum is created as neither simple tightening of 
the orifice nor fixation of the free edge of the 
mesentery will prevent recurrence of prolapse. 
Plication of the terminal ileum is another effec- 
tive procedure against recurrence of ileostomy 
prolapse. This operation is done without revising 
the stoma or its site. Short loops of ileum, about 
15 centimeters in length, are approximated side- 
by-side with interrupted sutures that are placed 
in the mesentery proximal to the mesenteric 
attachment of the bowel (Nobel procedure). It 
is important not to place the sutures in the se- 
rosa of the bowel lest postoperative leakage 
with lethal peritonitis result (131). 

Pediatric. Chronic ulcerative colitis is usually 
more severe and the conservative treatment is 
less satisfactory in juvenile patients than in 
adults (9). However, children with medically 
intractable ulcerative colitis are restored to 
health by pancolectomy and abdominal ileos- 
tomy (148). 


CHRONIC NONSPECIFIC DIARRHEA 


This form of diarrhea in children (also in 
adults) responds frequently to oral administration 
of diiodo-hydroxyquinoline (diodoquin) (35). 


FUNCTIONAL DIARRHEA 


This disorder is the result of disturbance of the 
normal physiologic activity of the entire alimen- 
tary tract, and is not a manifestation of mal- 
function of the colon (118). Direct support is 
lacking for the belief that diabetic diarrhea has a 
neurogenic basis (14). 


AMEBIC GRANULOMA 


Differentiation between amebic and other in- 
flammatory lesions is vital (196). Amebic 
granulomas are usually single and occur most 
often in the cecum, rectum, and the transverse 
and sigmoid segments of the colon. Usually 
diarrhea is the important symptom, but con- 
stipation also occurs. The feces usually contain 
Endamoeba histolytica, but sometimes they do 
not. The roentgenogram may show a deformity 
or filling defect that simulates cancer. Endoscopy 
may reveal a gray or yellowish-white mass which 
is covered by a false or diphtheritic membrane 
also resembling cancer. Hence the need for 
biopsy and microscopy. Antiamebic drug ther- 
apy, used singly or in combination, may bring 
about the disappearance of the lesion within a 
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month. Surgical intervention should best be 
limited to complications, namely, intussuscep- 
tion, perforation, obstruction, or suppuration. 
The occurrence of an amebic granuloma in a 
cecal diverticulum has been reported (205). 


DIVERTICULITIS 


In colonic diverticulitis, mucosal inflamma- 
tion is usually confined to the diverticula. When 
the mucosa between the diverticula is involved, 
the crypts of Lieberkiihn are only partially de- 
stroyed, and mucosal regeneration occurs quite 
commonly (136). Widespread destructive epi- 
thelial changes, similar to those seen in ulcera- 
tive colitis, are seldom observed. The milder 
mucosal damage occurring in diverticulitis may 
be responsible for the rare concomitant occur- 
rence of cancer, in contrast to the frequency of 
cancer development in ulcerative colitis, which 
is believed to be the result of extensive and sus- 
tained epithelial damage. 

Hemorrhage in diverticulitis has been the sub- 
ject of active polemics. Many authors rightly 
argue that bleeding is frequently caused by asso- 
ciated lesions, notably benign or malignant 
lesions (adenoma, cancer). Noer (158) has care- 
fully examined resected specimens and found 
only diverticula as the source of bleeding. 
Furthermore, his injection studies revealed a 
concentration of blood vessels in the diverticular 
region. The size and distribution of these vessels 
within the walls of the diverticula were such as 
to make severe hemorrhage probable should 
erosion or ulceration take place. The possibility 
of sudden exsanguinating hemorrhage is a major 
hazard of nonsurgical therapy. Without distract- 
ing from this study, it should be stressed that 
bleeding is also frequently caused by associated 
lesions such as benign adenomas or cancers. 

Operation for colonic diverticulitis is advised 
for (1) simple diverticulitis with repeated epi- 
sodes of pain, local tenderness, flatulence, or 
diarrhea, (2) diverticulitis complicated by per- 
foration, obstructions and hemorrhage, and (3) 
diverticulitis indistinguishable from carcinoma 
(238). When a proximal vent is required, a com- 
plete defunctioning colostomy is advised; cecos- 
tomy may be used only when obstruction from 
edema occurs at the stoma following resection 
and anastomosis of the sigmoid colon. While 
staging operations are indicated for the poor- 
risk patient, single-stage surgical procedures 
should be used whenever possible (238). The 














one-stage resection is particularly feasible before 
complications set in as well as in certain cases in 
which there is persistent inflammation and es- 
tablished fistulas, provided sound judgment is 
exercised (237). The one-stage prophylactic 
operation is advised for the treatment of recur- 
rent diverticulitis of the sigmoid colon. The post- 
operative complications were few and minor in 
68 so-treated patients (116). This elective opera- 
tive approach is endorsed by others (157), 
particularly for recurrent localized areas of 
diverticulitis. 

Cecal. Cecal diverticula are often solitary, and 
contain fecaliths in about 50 per cent of the cases. 
Most of the diverticula of the cecum are best 
treated by local excision, but resection is required 
in the presence of complications (238). 

Cecal diverticulitis is an important, although 
an uncommon, lesion. The reported one hundred 
forty-third case showed multiple diverticula in 
contrast to the solitary diverticula reported up to 
this time (126). 

The association of granuloma with perforation 
of diverticula in the ileocecal region has been 
reported (62). The symptoms resemble those 
initiated by acute appendicitis. 

The rare association of neurilemmoma of the 
sigmoid colon and diverticulitis with intestinal 
obstruction has been reported (114). Another 
unusual complication of diverticulitis is the 
development of a sigmoidouterine fistula (113). 
Still another complication is a sigmoidoperineal 
fistula (71). 


VOLVULUS 


Sigmoidal. Early surgical intervention has been 
advised for this condition (105, 153). While 
detorsion may suffice for the treatment of the 
initial attack of volvulus of viable sigmoid, seg- 
mental resection is indicated for recurrence. In 
the absence of complications, transsigmoido- 
scopic decompression and intubation with a 
rectal tube is advised for the poor-risk patient if 
the bowel is viable. It may be pointed out that 
this procedure is but a stop-gap that should be 
utilized for decompression preliminary to elec- 
tive resection of the sigmoid colon. 

Cecal. A nonviable bowel calls for a right 
hemicolectomy. If the bowel is viable, cecopexy, 
by the method described by Bowers, (153) is as 
effective as resection and moreover is less hazard- 
ous. It may be added that tube cecostomy after 
detorsion invariably fixes the cecum to the ab- 
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dominal wall with spontaneous healing of the | 


cecal opening and without recurrence. 


PNEUMATOSIS COLI 


Numerous cases of pneumatosis coli, the first 
instance of which was reported in 1825, have 
been reported in recent years. The cause is 
seldom apparent. The cysts are believed to be 
lymph channels distended by gas. Usually the 
condition is associated with mucosal ulceration 
or obstruction of the gastrointestinal tract. The 
small bowel and the right segment of the large 
intestine are involved more frequently than the 
left colon. Dietary deficiencies, including altera- 
tions in acid-base have been incriminated. In 
3 patients, however, asymptomatic pneumatosis 
involving the left colon was detected following 
endoscopy. Pneumatosis coli, lacking pathogno- 
monic symptoms or distinct signs, is usually 
detected on incidental roentgenography. No 
treatment is required (141). In one personal 
case the diagnosis of pneumatosis coli was made 
endoscopically and confirmed roentgenographi- 
cally by the presence of numerous mucosal bleb- 
like elevations. 

Fatal rupture of the splenic flexure of the colon 
which contained large subserosal gas cysts has 
been reported for the first time (176). 


INJURIES 


Most of the colonic perforations are caused by 
gunshot injuries, stabbing, instrumentation, and 
auto accidents (208). Swallowed foreign bodies 
able to pass the stomach usually pass through the 
intestinal tract, but small sharp objects may lodge 
low in the rectum near the pectinate line 
(usually in anal crypts) causing suppuration or 
soreness which is aggravated by straining (147). 
Foreign bodies introduced via the anal canal 
cause injury primarily during their removal. 

Rectal injuries incident to endoscopy or 
impalement may not produce immediate symp- 
toms. Perforation of the rectum may also be pro- 
duced by an enema tip, thermometer, or even 
the endoscope. Ulcerative proctitis may be pro- 
duced by chemicals such as hydrogen peroxide 
or by irradiation employed for the treatment of 
cancer of the cervix (119). Surgical trauma to 
the rectum sometimes occurs during difficult 
pelvic and obstetric operations, or during 
perineal prostatectomy. 

Gunshot wounds anywhere between the levels 
of the shoulders and knees may seriously injure 
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the rectum. Bleeding from the rectum is an 
important symptom; it may result from perfora- 
tion or from ecchymosis only, but perforation 
may occur without producing visible bleeding. 

The time elapsing between trauma and 
definitive therapy is the most important prog- 
nostic factor in colonic injuries (170). The 
mortality rate is considerably lower when the 
interval is less than 6 hours. Most of the colonic 
lesions encountered in civilian practice are 
treated by primary closure (170, 208). The com- 
plicated wounds require a two-stage operation 
including exteriorization and/or proximal colos- 
tomy (170). 

Primary closure by suture of the perforation 
or resection of the involved segment of bowel 
and end-to-end anastomosis is done unless (1) 
fecal contamination is extensive, (2) a large 
segment of colon has been destroyed, and (3) an 
injury to the rectum is present. In such circum- 
stances, it is best to employ exteriorization, a 
proximal colonic vent, or both. The mortality 
rate for 122 surgically treated patients with 
colonic wounds was 15.6 per cent. More than 
half of the patients older than 50 years died. 
Eighty-three of 119 who survived were treated 
by primary repair with 7 postoperative deaths, 
while 9 postoperative deaths occurred among 36 
patients who had been accorded two-stage opera- 
tions (170). 

Therapy of injuries in and around the rectum 
requires adequate drainage and control of in- 
fection in order to permit careful approximation 
of the injured tissues (147). 

Foreign bodies. A reminder of the successful 
employment of a wire snare instrument for the 
removal of foreign bodies from the rectum has 
been sounded (32), coupled with a timely warn- 
ing of the possible danger of perforation of the 
rectosigmoid by the foreign body, and, it should 
be added, by the unskillful or inadvertent ma- 
nipulation of the instrument used for the re- 
moval of the foreign body. 


STRICTURES 


Rectal. Electrothermic resection has been ad- 
vocated for the treatment of diaphragmatic 
strictures of the rectum which are either (1) 
congenital and benign, or (2) inflammatory, 
caused by venereal lymphogranuloma, or (3) 
postoperative, benign or malignant. Immedi- 
ately following resection, the gut above the re- 
sected area may be inspected endoscopically for 
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the detection of a hitherto escaped malignant 
lesion, and followed by roentgenographic studies. 
After electrosurgical resection, the resected 
tissue retains sufficient of the original archi- 
tecture for histologic studies, which on occasion 
reveal a totally unsuspected cancer, usually 
epidermoid in character. 

Only the occasional benign, infantile congeni- 
tal stricture requires this form of resection since 
most of these strictures disappear either spon- 
taneously or following digital dilatation. A 
double-loop electrothermic resector, originally 
designed for the extirpation of large benign ses- 
sile adenomas, is utilized for the removal of seg- 
ments of tissue from the posterior, and from each 
lateral, wall of the lumen of the stricture; the 
anterior surface is not resected in order to avoid 
the inadvertent formation of a rectogenital 
fistula. 

A similar plan of treatment is utilized for 
diaphragmatic rectal stricture caused by vene- 
real lymphogranuloma. This stricture is in- 
variably situated at, or cephalad to, the pectinate 
line and is usually associated with other anorec- 
tal or gynecologic lesions. 

The tubular strictures are best treated by ex- 
cision of the stricture-bearing segment of the 
bowel and an end-to-end anastomosis, or, if this 
procedure is not feasible, by abdominoperineal 
resection of the rectum (227). 

Colonic. Little is known of, and less has been 
published on, the traumatic variety of benign 
strictures of the colon. In a recent paper (23) 6 
cases are reported. All occurred in women. None 
of the patients had a history of recent or ante- 
cedent diarrhea, and all were well until the onset 
of symptoms and signs referable to the colonic 
stricture; namely, a sudden onset of colicky pain, 
vomiting, collapse followed by diarrhea, and 
bleeding from the rectum. Four of the 6 were 
treated by intestinal resection. The strictures were 
localized in the left end of the transverse colon, 
the lower portion of the descending colon, or at 
the rectosigmoid junction—all the areas where 
the large intestine normally has a small lumen. 
In 2 instances there were two strictures in each 
patient, while in the others a single lesion was 
present in each. At the site of the stricture the 
outside diameter of the bowel.was reduced, the 
wall of the gut was thin and fibrous, and the 
serosa was reddened and inflamed at the stric- 
ture but normal on either side of it. Lack of 
appreciable hypertrophy proximal to the lesion 








suggested that the stricture was of rather recent 
origin. 

In the absence of convincing proof of the cause 
or causes of this lesion, Boreham speculated that 
trauma, such as the passage of a scybalum or 
gallstone, was the most likely etiologic agent. 
This lesion should not be confused with seg- 
mental colitis or strictures caused by granulo- 
matous lesions, e.g., regional enteritis (Crohn’s 
disease), tuberculosis, chronic ulcerative colitis, 
or cancer. As already alluded to, the stricture 
under discussion is best treated by intestinal 
resection and anastomosis. 

Because of allusion to the possible deleterious 
effects of the passage of gallstones through the 
intestinal tract, mention should be made of 
complete colonic obstruction (134) caused by a 
gallstone, which to date has been a surgical 
rarity indeed. 


SCHISTOSOMIASIS 


Removal of small pieces of rectal tissue 
(mucosa and submucosa) with the rigid Turell 
angulated cutting biopsy forceps during endos- 
copy affords greater diagnostic information than 
does the examination of the stool specimens. The 
tissue is usually removed from the edge of the 
first or second rectal valve. It is then placed in 
physiologic saline solution for a short time, after 
which it is compressed between two glass slides 
and examined microscopically to establish the 
viability and maturity of the ova. In 93 per cent 
of 106 patients with chronic schistosomiasis ova 
were found in the mucosal specimens, and in 
only 83 per cent were ova found in the fecal 
specimens. After effective therapy the number of 
viable ova in the mucosa-submucosal specimens 
is decreased, but this is not final evidence of cure 
as viable ova may be still found in the feces 
(197). The preponderance of our patients showed 
a normal mucosa on sigmoidoscopy. We have not 
encountered the frequency of mucosal ulceration 
reported by others (235). Resection of the colon 
for schistosomiasis has been reported (120). 


PROCTALGIA FUGAX 


Proctalgia fugax manifests itself as a severe 
recurrent, gnawing, rectal pain localized some 
8 to 10 centimeters above the anal orifice, and 
usually occurring during sleep. The episodes 
occur at irregular intervals, last for 5 to 60 min- 
utes, and begin with slight pain which increases 
in severity, reaches a crescendo, and then slowly 
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diminishes in intensity. The pain may cause 
pallor, sweating, gasping for air, and even un- 
consciousness, but recovery is rapid and leaves 
fatigue in its wake (146). 

Spasm of the musculature somewhere in the 
lowermost segment of the colon is believed to be 
the possible cause of proctalgia fugax. This con- 
dition occurs in patients with hypertension; 
other tension disorders or anxiety is frequently 
also associated. Intussusception of the sigmoid 
into the rectum is also considered an important 
cause by some workers. 

Treatment is directed to the relief of spasm 
(e.g., antispasmodics-amyl nitrate pearls and 
nitroglycerin). Change of the patient’s position 
alone has been effective; upright and knee-chest 
positions are useful. Assurance that this condition 
is not caused by organic disease is of great im- 
portance; the psychic factors of these patients 
are similar to those encountered in patients with 
the irritable colon syndrome. 


PROLAPSE 


Various corrective surgical procedures for the 
treatment of massive rectal prolapse have recent- 
ly been evaluated (203). Following the per- 
formance of the Delorme procedure the rate of 
recurrence and mortality is low. The recurrence 
rate is high following posterior fixation of the 
rectum. The rate of recurrence and mortality are 
also high after intra-abdominal fixation, with or 
without repair of the perineum. The results are, 
however, uniformly good following intra-ab- 
dominal fixation and resection of the redundant 
gut. This operation is usually accorded to good 
surgical risks, young persons, and to patients 
who have extensive rectal prolapse. 

Simple mobilization of the rectosigmoid and 
rectum, as in the Miles operation for cancer, but 
with preservation of the blood supply, has also 
been advocated (155). The rectum is pulled out 
of the hollow of the sacrum and fixed to the 
sacral promontory and other points of the pelvis. 
The cul-de-sac is obliterated. If the perineum is 
relaxed, the levator ani muscles are visualized 
through a perineal incision and sutured to- 
gether, and this is followed by plication of the 
relaxed anal sphincter muscles. 

The perineal phase of the Dunphy abdomino- 
perineal operation, as a sole procedure, is very 
effective (4). In this procedure the prolapsing 
segment of the bowel is amputated along with a 
long segment of redundant sigmoid by a one- 
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stage perineal procedure. The technique is 
relatively simple and can be learned from a 
recent film made by Altemeier. This appears to 
be the most perfect definitive surgical answer to 
the problem of massive rectal prolapse. 

The simplest procedure for the correction of 
massive rectal prolapse in children and for the 
control in adult poor surgical risks is the Thiersch 
operation (210). The technique can be learned 
easily from a film I have recently completed. In 
adults this technique was first utilized as a 
palliative procedure for poor-risk patients. Dur- 
ing the past 2 years I have deliberately em- 
ployed this operation in 5 good risk patients 
with good results to date. My contemplated plan 
is to employ the Dunphy-Altemeier procedure 
whenever the Thiersch operation fails. 


HEMORRHOIDS 


The surgical history of hemorrhoids has been 
lucidly presented (163). The present day prob- 
lems in hemorrhoidal! disease and the healing of 
anorectal wounds have been discussed editorially 
(215, 224). One of these editorials is here re- 
produced practically verbatim (224). 

Custom, habit, and tradition have greatly in- 
fluenced the thinking on the healing of anorectal 
wounds after the performance of proctologic 
operations. Many proctologists believe that 
healing of these wounds is enhanced by topical 
medication and the routine periodic (every 2 to 
5 days) passage of a lubricating finger into the 
anal canal, infrequently referred to as “‘anal 
dilatation.”” Some proctologists even train their 
patients to carry out this digital maneuver 
themselves and instruct them to pass an index 
finger or a dilator into the anal canal once or 
twice daily for about a month after discharge 
from the hospital. The soundness of this policy 
has, however, been questioned; it has been re- 
peatedly observed that wounds from operations 
performed by many intestinal surgeons have 
healed effectively without the application of 
medicaments and after only two or three digital 
explorations have been performed during the 
immediate postoperative course, primarily to 
detect any complication. 

Because of these apparent differences of policy, 
an investigation was undertaken to study the 
effects of various therapeutic agents in oint- 
ments and creams and of frequent digital ex- 
ploration on the healing of wounds from hemor- 
rhoidectomy and fissurectomy. Accordingly, 
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various therapeutic agents, to some of which 
healing promoting qualities had been attributed, 
were applied to the wounds, and digital anal 
explorations were performed about every 4 or 5 
days. The control patients received the same 
number of digital explorations plus the applica- 
tion of inert substances such as a bland mixture 
of water-soluble gums or tragacanth paste. Sub- 
sequently, the number of digital rectal examina- 
tions in the control patients was reduced to only 
two, one on the seventh postoperative day to 
make sure of the immediate integrity of the 
wounds, and another after apparent healing of 
the wounds. Two startling revelations emerged 
from this clinical study: (1) the medicaments 
employed were completely ineffective, and (2) 
the relatively frequent passage of a digit into the 
anal canal does not expedite the healing process. 
This confirms the established biological fact that 
the healing of surgical wounds anywhere in the 
body may be delayed but cannot be expedited 
because under normal conditions natural heal- 
ing proceeds at a maximum rate. 

The fallacy of the argument that topical medi- 
cation prevents irritation and combats infection, 
to which anorectal wounds are said to be par- 
ticularly vulnerable, is more apparent in view of 
the fact that mild or minimal infection of wounds 
is harmless because normal healthy tissue cells 
not only are endowed with competent defense 
mechanisms but may have their vigor stimulated 
by a mild infection. This is true particularly of 
the tissues in the anorectum, which have a 
special environmental immunity to infection in 
the form of an extremely abundant blood supply 
and nerve network. These tissues do not require 
the help of topically applied therapeutic agents 
such as cod liver oil,. vitamins A and D, chloro- 
phyll, hydroxyquinoline, and ethyl aminoben- 
zoate. Incidentally, anesthetic drugs cause major 
perianal cutaneous sensitivity reactions in many 
patients. What is known as “‘chlorophyll” is not 
chlorophyll at all and does not even merit the 
name of “chlorophyllin.” The term “chloro- 
phyll” “‘gives a false impression to the public” 
(Thimann). I agree with Thimann (214) that 
“the public is being subjected to a racket of 
tremendous proportions ...:....” 

The fact that the wounds in the control pa- 
tients, which were left practically undisturbed, 
healed uneventfully, rapidly, and completely 
suggests that the healing of wounds depends 
more on the type of operation performed and on 








the gentleness in handling tissues than on either 
the postoperative topical application of thera- 
peutic agents to wounds or the performance of 
frequent anal digital explorations. The passage 
of normally formed stool daily or every other day 
is enough in most cases to break up superficial 
bridging or adhesions and to facilitate granula- 
tion from the base outward. The mere per- 
formance of frequent digital examinations for the 
sake of reassuring the patients that they are being 
observed carefully may be good psychosomatic 
medicine but is surgically unnecessary. Frequent 
manipulations of the anal region, which is an 
erogenous zone, by the surgeon or patient (par- 
ticularly the latter) may create a psychosexual 
problem or danger in some persons. It appears 
that the frequent use of the rectal dilator or the 
index finger by the surgeon or patient is in- 
variably dictated by the dire need resulting from 
a poorly conceived new technique or a poorly 
executed orthodox operation. In these cases too 
much normal anal integument is needlessly 
sacrificed or insufficient elastic anal skin be- 
tween the wounds is preserved. After the eventual 
healing of such wounds the resultant scar tissue 
lacks the elasticity or expansibility that is essen- 
tial to normal defecation. This in turn may 
terminate in anal dysfunction or even narrowing, 
requiring a corrective operation. This state of 
affairs infrequently follows the performance of 
the so-called plastic or other high-sounding tech- 
niques that may prove a trap for the unwary or 
younger surgeon. In summary, refinements of 
technique, gentleness in the handling of tissues 
during operation, and the preservation of 
sufficient elastic integument between wounds 
(plus experience) determine the good results of 
proctologic operations. When any one or a 
combination of these basic principles is ignored, 
poor or disastrous results may ensue. Therapeu- 
tic crutches in the form of frequent digital or 
instrumental anal dilatations and drugs are no 
substitutes for basic concepts and sound prin- 
ciples. The surgical treatment of lesions of the 
sensitive anorectum, like any other type of opera- 
tion, should be based on the solid principles of 
surgery laid down by Halsted (224). 

Although Hayden (101) disagreed with my 
thesis concerning postoperative digital examina- 
tion, he nevertheless stated “that in many cases 
it is probably unnecessary.” 

A simple, open technique of hemorrhoidec- 
tomy was presented (79). This type of operation 
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is singularly free from complications and seque- 
lae. It is akin to the one recently redescribed 
(152) and reillustrated (213). An amputative 
type of hemorrhoidectomy has been redescribed 
(24), as has the enucleation type (Parks). 

An ingenious method of controlling post- 
hemorrhoidectomy pain has been designed (80). 
A small plastic tube is implanted into the caudal 
canal through which an anesthetic solution may 
be periodically injected. In some 60 so-treated 
patients the need for narcotic drugs was de- 
cidedly decreased. Infection, circulatory dis- 
turbance, or retention of urine have not followed. 

Other surgeons deposit 5 to 6 cubic centi- 
meters of 40 per cent ethyl alcohol under the 
perianal skin just before the commencement of 
operation for the control of postoperative discom- 
fort (102). In addition, the employment of tetra- 
caine with epinephrine as a spinal anesthetic 
helps to minimize pain after proctologic surgery. 

My contentions that a repository injection of 
d-tubocurarine does not appear to control pain 
following proctologic operations, and that gen- 
eralized muscular relaxation observed in some 
patients constitutes a potential danger (209) has 
been confirmed recently (180). 

The employment of perianal infiltration of 
procaine hydrochloride with hyaluronidase and 
a vasoconstrictor as the anesthetic mixture of 
choice for proctologic operations has been ad- 
vocated (184). Analgesia and relaxation of the 
sphincter muscles and the perianal tissues are 
said to occur immediately after injection of this 
solution. Furthermore insignificant distortion of 
the tissues occurs at the site of injection, the 
cleavage lines are well delineated, and capillary 
bleeding is practically nonexistent. Adriani (245) 
believes that there is little to be gained by the 
addition of the enzyme. Furthermore, hyaluron- 
idase is unnecessary when lidocaine (xylocaine) 
is employed for local anesthesia because it dif- 
fuses very rapidly. Hence the preference of lido- 
caine to procaine. 

Our views on the healing of anorectal wounds 
have recently been alluded to (214). It is known 
that many patients who undergo anorectal 
operations require an agent that will promote 
the smooth passage of stool of normal or near 
normal bulk at the first postoperative bowel 
action. In my experience dioctyl sodium sulfosuc- 
cinate (colace) has proved to be a safe agent for 
this purpose. In my practice this newly intro- 
duced substance is now used routinely in place 
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of conventional liquid petrolatum, which has 
been almost completely superseded. A stimu- 
lating laxative is required in addition to dioctyl 
sodium sulfosuccinate (pericolace) for some 
patients, mostly elderly persons, as well as for 
the preponderance of the patients who are 
habituated to cathartics (218). Such a laxative 
was also required in a series of 30 patients who 
were given both colace and mineral oil for 
experimental reasons only. It appeared to 5 
physicians who have recently undergone anorec- 
tal operations that the inability to have a 
spontaneous first postoperative bowel movement 
is mostly mental or emotional—primarily fear of 
pain. It is well known that anorectal operations 
have in the past enjoyed a “bad press,” or 
reputation, particularly as far as pain is con- 
cerned. Pain following “‘modern’’ proctologic 
surgery can be easily controlled with a narcotic 
or coal tar drugs. 


ANAL STENOSIS 


Postoperative anal stenosis invariably follows 
a poorly performed anorectal operation, usually 
hemorrhoidectomy. As a rule too much normal 
anal integument is needlessly sacrificed or in- 
sufficient elastic anal skin is preserved between 
the wounds. The resultant scar tissue is usually 
rigid, lacking the elasticity or expansibility that 
is present in a normal anal canal. Some authors 
believe that infection, insufficient postoperative 
care, and the use of laxatives or mineral oil dur- 
ing convalescence are the cause (154). 

The surgical correction of this sequel is simple 
(149, 154). The crux of this problem is pro- 
phylaxis—preservation of sufficient anodermal 
mucosal lining between wounds. 

Bleeding from the rectum in the presence of 
anal stenosis demands a complete proctologic 
survey to detect possible cancer. Adenocar- 
cinoma was found in 4 patients with rectal 
bleeding and anal stenosis who had previous 
hemorrhoidectomies (81). 


FISTULA 


Some 95 per cent of all anal fistulas arise from 
an infection in an anal crypt (54). The basic 
pathologic train of events is an inflammatory 
reaction in the glands extending out from the 
anal crypt into the anal muscles. Tuberculosis, 
venereal lymphogranuloma, ulcerative colitis, 
and foreign bodies are responsible for the forma- 
tion of anorectal fistulas. These fistulas enter the 
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rectum cephalad to the pectinate line and occur 
in the absence of disease in the anal crypts. 

By definition, an anal fistula has an internal 
opening and a tract must not be falsely created 
by forceful probing. The tract is well established, 
chronically inflamed, lined with granulation 
tissue, and surrounded by a wall of fibrous tissue. 
Wherever the tract traverses muscles they must 
be incised. If the deep component of the external 
anal sphincter muscle or the puborectalis portion 
of the levatores is left intact and the innervation 
is adequate, incontinence will not follow regard- 
less of where the muscle is cut. The following 
locations offer the smallest loss of sphincter con- 
trol (38) when the muscles are divided: (1) 
posterior midline, (2) both posterolateral quad- 
rants, (3) anterior midline, (4) both anterolateral 
quadrants, and (5) both lateral quadrants. My 
own experience does not tally with this order. 

The anal tract is excised along with the in- 
ternal opening, usually in continuity with the 
involved crypt. Other anal crypts are alsoexcised 
in order to prevent the future formation of 
fistulas. If the fistula runs deep to the anorectal 
ring, a two-stage operation is usually employed. 
Postoperative incontinence arises from the 
division of the muscles in a one-stage operation 
with retraction of the severed ends and replace- 
ment of the defect by noncontractile scar tissue. 
Damage to the motor innervation is a rare cause. 
The two-stage operation prevents wide retraction 
of the muscle ends during the process of healing 
(see incontinence elsewhere in the text). The use 
of a seton of silk or steel wire facilitates the 
second stage of this operation (223). 

The pathology and therapy of cases in which 
colloid cancer is found within fistulas in the 
anorectal area have been discussed (52). It has 
been suggested that cancer has arisen in a mal- 
formation such as reduplication of the intestines. 

Anal fistulas occur rarely in infants (60). 
Apparently, all reported infantile anal fistulas 
have occurred in boys and on the lateral walls. 
I have, however, observed a fistula in an infant 
almost in the midline posteriorly (223). The 
occurrence of anal fistulas on the lateral walls in 
infants may be tied in with the fact that the 
lateral crypts are large and, hence, more vul- 
nerable to injury or impaction. 


INCONTINENCE 


The following causes of postoperative rectal 
incontinence have been listed in the order of the 











frequency of their occurrence: (1) fistulectomy, 
(2) trauma incident to obstetrical procedures, (3) 
drainage of perirectal suppuration, (4) some 
operations with injudicious packing of wounds, 
(5) hemorrhoidectomy, (6) the Whitehead oper- 
ation, (7) pectenotomy, and (8) forcible stretch- 
ing of the anal canal (19). A review of the newer 
studies of the physiology of incontinence makes 
it crystal clear why it may and does, follow the 
excision of the rectum within 0.5 to 1.5 centi- 
meters from the anal canal. To avoid the loss of 
defecatory sensation it is imperative to spare not 
only the sphincter muscles with their motor 
innervation but also some 6 to 8 centimeters of 
the anorectal tube with its sensory innervation. 
Plastic reconstructive operations must take into 
consideration the factors of (1) disruption of the 
anal ring, (2) the noncontractile scar in the ring, 
with a fixed outlet trough, (3) the scar tissue 
interfering with contractility, (4) the increased 
circumference of the sphincter, and (5) trauma 
to the anorectal musculature. 

The various techniques of repair now in vogue 
are described and illustrated, including (1) the 
classic repair, (2) the reefing methods, (3) the 
flap reconstruction utilizing a turndown flap of 
the superficial transverse peroneus muscle, (4) 
the fascial sling operations utilizing fascia lata 
strips, (5) the Thiersch operation — usually for 
the elderly patient, (6) the gracilis muscle trans- 
plant reconstruction for neurogenic dysfunction, 
and, finally, (7) the tangential pull-out wire 
suture repair as originally developed and de- 
scribed by Birnbaum. The principle of ‘“‘suture 
at a distance”’ with less extensive dissection was 
added by Birnbaum to the operation first de- 
scribed by the reviewer (Am. 7. Surg., 1948, 76: 
89), in which the Bunnell type of tendon suture 
was utilized in the repair of the severed but well 
dissected sphincter muscles for the successful 
restoration of continence. 

The main causes for failure of any recon- 
structive technique are (1) infection of the 
wounds, (2) strangulation with resultant necrosis 
of tissue when large retention sutures are utilized, 
(3) absorption of absorbable sutures before the 
apposed structures have healed firmly, (4) a 
persistent sulcus in the scar between the divided 
muscle ends, and (5) failure of sutures to hold, 
as in the classic technique, which results in 
failure of the apposed edges to unite. 

The technique of gracilis muscle transplanta- 
tion to restore rectal continence without de- 
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pendence upon the continuity or integrity of the 
nerve supply or the musculature of the perineum 
has been redescribed (169). As already stated, 
this procedure is said to restore the voluntary 
control in patients with neurogenic incontinence 
and anesthesia of the perineum due to inter- 
ruption of the innervation to the perineum, 
rectum, and urinary bladder. The reconstructed 
sphincter remains tight except when relaxed 
purposefully, and is never capable of automatic 
action. However, in patients with incontinence 
caused by lack or division of the sphincter 
mechanism who have normal perineal sensation, 
this operative procedure will restore essentially 
normal, voluntary, and automatic control. We 
plan to utilize it to control incontinence follow- 
ing the Hochenegg pull-through procedure. 

The superficial transverse perineal muscles 
have been successfully transplanted for the con- 
trol of rectal incontinence following surgical 
procedures used for extirpation of cancer, the 
correction of imperforate anus, and following 
injury to the sphincter musculature after 
fistulectomy (198). The construction of a pre- 
liminary proximal colostomy was advised with a 
view to securing a relatively clear field in the anal 
area. This advice is certainly not followed by 
many surgeons, including the reviewer. 

A most simple operation was described for the 
relief of incontinence which results from con- 
tinued packing of the wound following the per- 
formance of fistulectomy (244). 

Nonsurgical therapy of rectal incontinence 
has recently been described (109). The non- 
operative measures fall into five phases; diet, 
drugs, irrigations, exercises for the voluntary 
anal muscles, and psychotherapy. These meas- 
ures may be used singly or in combination as 
each patient’s particular problem dictates. 

Although admittedly the results following 
surgical treatment of rectal incontinence are not 
always brilliant, in my experience the best 
permanent results have followed the performance 
of surgical reconstructive procedures (in spite of 
their limitations), as outlined elsewhere. This is 
true particularly when one is dealing with rectal 
incontinence caused by antecedent surgical pro- 
cedures, most often proctologic operations. 


BLOOD DYSCRASIAS 


The association of complicating anorectal in- 
fections and ulcerations in blood diseases has 
been well discussed (18, 22). 
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| PRURITUS 


Pruritic sensation is mediated bv very thin 
nonmyelinated nerve fibers which rise either to 
or into the epidermis (179). It is unknown 
whether these fibers are identical with those that 
carry pain. The physiologists have not yet 
elucidated the exact nature or concept of pruritus. 

Frykman (70) believes diabetes mellitus to be 
one of the common constitutional diseases with 
secondary pruritus ani, while Rothman (179) 
has never encountered diabetes as a cause of 
isolated anal pruritus. However, the latter author 
admits “‘that pruritus vulvae is apparently much 
more common in diabetic than in nondiabetic 
women.” Furthermore, “‘the diabetic pruritus 
vulvae is often complicated by monilial infec- 
tion.” This is also true of anal pruritus in 
diabetic patients. I have encountered anal 
pruritus which has been controlled either by 
antidiabetic management alone or with the 
topical application of a detergent skin prepara- 
tion containing animal fats, namely, 5 per cent 
sodium caprylate and 5 per cent sodium pro- 
prionate in aquaphor. 

Neurodermatitis, frequently unrecognized by 
the proctologist, certainly is a most frequent 
accompaniment. Patients with neurodermatitis 
are particularly prone to the early development 
of lichenification which, on the one hand, occurs 
in response to scratching while, on the other 
hand, lichenification “‘tremendously increases 
itching excitability” (179). Many patients with 
refractory pruritus manifest no skin changes. In 
these patients the pruritus “‘starts once with 
some banal irritation and continues with a never 
ending itching-scratching cycle.” 

Although the details of therapy have been 
described in extenso recently (220), some 
recapitulation is in order. In general, therapy is 
no longer the dilemma it once was even though 
the mechanism of itching, as already alluded to, 
has remained a mystery in general. 

Psychiatric insight is necessary. Many patients 
with pruritus are psychoneurotic, and pruritus 
may be a compulsion. No 2 patients react alike, 
or with the same degree, to pruritus. The intro- 
duction of corticotropin and steroid hormones 
has exerted a tremendous beneficial end-result. 
These agents are useful only when the pruritus 
is associated with lichenification, but are useless 
for patients without cutaneous eczematous 
changes. These hormones appear either to re- 
verse the pruritic process or to hold it in abey- 


Turell: COLONIC AND ANORECTAL FUNCTION AND DISEASE 439 








ance at least for the duration of the treatment. 
Hydrocortisone and its esters are not a cure for 
either the underlying or the precipitating con- 
ditions (212). There has been reported only one 
instance of systemic absorption from the topical 
use of hydrocortisone (187). 

The derivatives of the steroid hormones may 
be combined with other antipruritic agents; 
they supplement rather than supplant older but 
established drugs. Thus, hydrocortisone may be 
combined with an antibiotic (preferably other 
than neomycin in order to avoid the develop- 
ment of contact dermatitis) in the treatment of 
pruritus that is associated with open, secondarily 
infected lesions. Similarly, hydrocortisone with 
hydroxyl animal fats (propionates) is useful in 
some geriatric patients who may have a reduc- 
tion or absence of the normal lower fatty acids in 
their skin, or in the occasional case of fungal 
infection. In my own experience with more than 
300 patients with anogenital pruritus the steroid 
hormones alone have been so effective that there 
was only a rare need for the employment of an 
additional antipruritic drug. In view of this 
personal experience it is surprising to encounter 
an article, published in an obscure journal and 
written by a dermatologist of excellent training, 
that deals with a shotgun combination of (1) an 
estrogen, (2) an antihistaminic drug, (3) synthetic 
vitamin A, and (4) hydrocortisone (5 milligrams 
per gram) in an acid base (acid mantle cream) 
(162). 

Because of its controversial character, this 
article will be discussed at some length. Its title 
is “A New Formula for Pruritus Ani et Vulvae,” 
and yet in the body of the paper it is stated that 
the ointment has been used on patients with 
idiopathic anal pruritus, 6 of whom were men, 
and on 8 patients with “antibiotic” pruritus ani, 
3 of whom were men. Furthermore, nowhere did 
the author allude to control studies or to any 
side-effects from this ‘‘new” formula. 

The author justified the use of antihistamine 
drugs because of their antiallergic and anesthetic 
action when applied locally. It is, however, 
generally conceded that anesthetics are not only 
usually unnecessary or undesirable in the treat- 
ment of anal pruritus, but may be responsible 
for the moderate to severe contact dermatitis. It 
is also seriously questioned whether these drugs 
are truly antiallergic; rather they are believed 
to act against the antihistamine release mecha- 
nism. Whatever their true action may be, the 











antihistamines appear to be treacherous drugs 
indeed when applied locally; the sale of these 
drugs has even been discontinued by some 
pharmaceutical firms. Because of the high 
incidence of cutaneous reactions that I have ob- 
served after the topical use of antihistaminic 
drugs, I have abandoned their use almost al- 
together. This is an example of what Shake- 
speare probably meant ‘‘Virtue itself turns to 
vice when misapplied.” 

The author justified the use of estrogens be- 
cause they “exert a trophic effect on vaginal 
epithelium,” without defining the meaning of 
the “trophic effect.”’ Is this effect necessary or 
desirable for the treatment of idiopathic or anti- 
biotic pruritus in male patients? A trial of orally 
or parenterally administered estrogen replace- 
ment therapy is primarily indicated in women 
in whom estrogen deficit is suspected, namely, 
when pruritus develops at or soon after the onset 
of natural or induced menopause. Upon the 
strong advice of the distinguished gyneco- 
endocrinologist, the late Robert T. Frank, I 
have not prescribed the topical use of estrogens. 

Vitamin A, when applied locally, is said ‘‘to 
reduce excess keratinization.”’ The popularity of 
the topical use of all vitamins appears to be the 
result of empiricism, habit, and custom. The 
existing false impression that vitamin A is 
absorbed through the intact human skin (67) 
appears to be the indirect result of translating 
findings from the experimental rat into human 
biology or medicine. Clinically, I have deter- 
mined that the combination of pantothenylol 
and hydrocortisone has to date shown no 
superiority over hydrocortisone used alone in 
the treatment of anal pruritus. This also applies 
to the topical application of other vitamins as 
well. A diet well balanced and abundant in all 
vitamins has virtue, particularly in the sub- 
clinical vitamin deficiency states. 

It appears that it is the rare dermatologist who 
knows as much about the rational treatment of 
anal pruritus as does the average proctologist. 
Palitz’s article focuses attention again on the 
fact that the suggested new forms of treatment 
(some without logic or validity) are still legion 


and are increasing all the time, and that the - 


evaluation of “‘new”’ forms of therapy requires 
dynamic judgment based on sound past experi- 
ence with numerous therapeutic alternatives. 
Imagination surely has a place in clinical 
medicine and surgery but must give way to 
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proved facts. Goethe was right when he said 
‘*What one knows, one sees.’ 

I concur with Brossy that the hydrolamins 
have been ineffective in the commercially avail- 
able ointment form (220). Nor has chlorophyll 
any antipruritic value (Please see remarks on the 
healing of wounds from anorectal operations). 

Associated proctologic lesions, especially those 
that produce moist, irritating discharges, should 
be extirpated. Usually, the character of these 
lesions necessitates surgical removal in their own 
right, even when no pruritus is present and re- 
gardless of their causal importance in itching. 
This thesis has gained wide acceptance; the 
occasional exception is typified by the incon- 
sistent worker who states in one part of a sen- 
tence that extirpation of all of these lesions is 
‘*nonsense,”’ and in another sentence of the same 
paragraph that “the trigger mechanism in 
pruritus ani may frequently be a painful hemor- 
rhoid or fissure.” 

Tattooing of the pruritic skin with mercury 
sulfide is a permanent cure in patients with 
lichenification who benefited temporarily from 
corticotropin or the corticosteroid hormones but 
who do not have anorectocolonic disease. The 
usefulness of tattooing in surgery is the subject of 
a recent, interesting article (124). 

The clover-leaf operation frequently elimi- 
nates intractable itching that is not associated 
with skin changes (lichenification). The psycho- 
therapeutic implications of this treatment should 
not be overlooked as many of these patients are 
neurotic or motivated individuals. Here, fine 
judgment based on experience is important. 

The subcutaneous injection of ethyl alcohol, or 
irradiation are seldom necessary. 

As already stated, those treating anogenital 
pruritus know that since the suggested newer 
forms of therapy are still legion, dynamic judg- 
ment based on sound past experience with 
numerous therapeutic alternatives is required. 
It should always be kept in mind that frequently 
therapeutic decisions have to be made in the 
absence of knowledge of the exact cause or be- 
fore nature has declared her hand. In spite of the 
recent progress, anal pruritus remains a riddle 
wrapped in a mystery inside of an enigma (217). 

The orally administered trimeprazine (tema- 
ril), while no means a “‘cure-all,’? has some 
effectiveness in about 70 per cent of cases of 
pruritus (D. M. Pillsbury, Personal communica- 
tion, June 2, 1958). Its usefulness is, however, 
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compromised by an “unpredictable incidence of 
drowsiness which sometimes makes it impossible 


} to administer an effective dose to ambulatory 


patients.” My studies on the value of this drug 
in anogenital pruritus are being continued. 


CONSTIPATION 
The use of a synthetic wetting agent, dioctyl 


‘ sodium sulfosuccinate (aerosol O.T.) (242), has 


been suggested for the treatment of severe types 
of constipation. This substance has no constant 


_ or significant effects on the absorption of fat or 
» protein from the intestinal tract. 


Dioctyl sodium sulfosuccinate plus a peri- 


| staltic stimulant (pericolace) has been found to 
' be ideally suited for the management of con- 
' stipation in patients with depressed bowel 
' motility (25). 


CHRONIC PURGATION 
Aloin and podophyllum, two extensively used 


cathartics, are capable of producing significant 
_ changes in the colon which, radiologically, may 


be mistaken for ulcerative colitis. The radiologic 
alterations include (1) dilatation and atonicity of 
the colon where the syndrome is believed to 
begin, (2) disappearance of the normal mucosal 
pattern, (3) shortening of the hepatic flexure, 
and (4) widening of the terminal segment of the 
ileum. 

The mucous membrane of the <olon is con- 
tinually edematous. Fibrosis of iiie mucosa may 
produce permanent changes in the mucosa. 
Constant stimulation of the musculature pro- 
duces loss of tone or atonicity with dilatation. 
On the other hand, segmental or isolated spasm 
may reflect hyperirritability of the musculature 
probably caused by aloin (112). 


IMPACTION 


In the treatment of fecal impaction it is im- 
portant to establish the cause, e.g., food—milk 
or liquid diets used postoperatively; therapeutic 
agents—narcotics, sedatives; organic lesion— 
congenital or acquired. It is also important to 
realize that rectal impactions may produce 
frequent stools (even diarrhea) (5). In children, 
chronic impaction may be accompanied by 
leakage of liquid feces via the anal canal which 
often causes soiling of the underclothes (58). 

A timely warning against the use of hot oil or 
hydrogen peroxide enemas has been voiced. The 
reviewer has seen moderate to severe ulcerative 
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proctitis following the use of diluted hydrogen 
peroxide. Recently, the use of enemas containing 
an enzyme solution for one hour has been ad- 
vocated (83). This enzyme solution is said not 
to irritate the mucous membrane of the rectum. 

Dioctyl sodium sulfosuccinate (colace), used in 
retention and flushing enemas, has been found 
useful for the elimination of soft or firm rectal 
impactions (218). This substance has been used 
successfully since its use was first proposed (242). 
The value of this agent has been confirmed (122, 
59). 

Occasionally, rectal impactions may have to 
be broken up digitally, even under anesthesia. 
A simple and effective maneuver has been de- 
scribed (17) for the removal of a large, hard 
impacted fecal mass from a woman—a proce- 
dure also useful for removal of impacted stool 
in men. The removal of calcified fecal masses is 
said to require a posterior sphincterotomy—a 
procedure I have not found necessary to date. 


PROCTOSIGMOIDOSCOPY 


The value of proctosigmoidoscopy as a part of 
every general physical examination of adult and 
adolescent individuals has been stressed by 
numerous authors. The slogan is: sigmoidoscopy 
is every clinician’s business because it pays good 
dividends. It does not require a proctologist 
(211). The main purpose is the early detection 
of neoplastic, benign and malignant, lesions (42, 
202). Sigmoidoscopically, Crumpacker found 
that about 6.7 per cent of adult men have 
adenomas of the rectum and sigmoid. Few of 
these lesions are detected on digital rectal 
examination alone. Curiously, 8,502 consecutive 
records from a cancer detection clinic revealed 
only 139 (1.63 per cent) patients with adenomas 
(172) (see adenomas). 

Numerous articles have appeared on the value 
of rapid preparation of the colon for sigmoido- 
scopy with concentrated solutions (1, 97, 161). 
At present, I never administer a concentrated 
salt enema for the first time before at least 
rectoscopy has been done as these enemas are 
not totally free from harmful effects. However, 
for practical reasons, such an enema is ad- 
ministered on occasion (e.g.,.prior to a non- 
intestinal operation) to persons who are free 
from symptoms suggestive of intestinal disease. 
The deleterious effects noted to date after single 
concentrated enemas consisted of hyperemia or 
injection of the mucosa and reactivation or 











exacerbation of a latent (previously undiagnosed 
or unsuspected) proctosigmoiditis, especially of 
the type that supervenes on constipation. In 
these cases a history of true diarrhea or bleeding 
is frequently not obtained. One manufacturer 
has introduced a saltless concentrated sugar 
enema with a view to avoiding irritation of the 
mucosa. It was not until an effective substitute 
for the salt enema was found that the factor of 
irritation produced by the concentrated salt 
enema was referred to in advertising literature. 
However, the salt enemas appear to be more 
effective in many cases. When they are employed, 
endoscopy should be performed within 30 
minutes, preferably within 5 to 10 minutes, lest 
the accumulation of mucus, very profuse in some 
cases, will interfere with endoscopy. 

More harm may be anticipated when these 
concentrated enemas are used for a long time 
for the treatment of chronic constipation. 
Potential harm could result from long term use 
because (1) it is unphysiological, (2) there could 
possibly be trauma to the anal canal incident to 
the frequent insertion of the hard plastic tip 
(trauma observed after single insertions has in- 
fluenced manufacturers to use softer and 
smoother tips), (3) the passage of an excessive 
amount of mucus produced by this solution 
might have an adverse psychological effect, and 
(4) frequent manipulations by the patient of the 
anal region, which is an erogenous zone, are 
inadvisable. Use of this concentrated salt enema 
should also be avoided by patients who require 
stringent salt restriction (246). 

An evacuant suppository containing a new 
laxative agent has been found useful in the 
treatment of rectal dyschezia in chronic sick and 
geriatric patients (33). It was capable of re- 
placing conventional enemas in 84 per cent of 
cases. The usefulness of this suppository is now 
receiving a Clinical trial as a substitute for the 
conventional or concentrated enemas used 
preoperatively and postoperatively as well as in 
preparation for endoscopy (51). Similar suppos- 
itories have been suggested in the past (Banner, 
1953). 


NEW INSTRUMENTS 


A new teaching instrument for proctosig- 
moidoscopy has been designed (221). This in- 
strument attached to the Turell sigmoidoscope 
makes possible the simultaneous examination of 
the terminal portion of the colon and rectum by 
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two persons. It is useful for the teaching of |) 


colorectal endoscopy. 

An entirely new concept of the sigmoidoscope 
was recently developed (151). With this scope 
the proximal sigmoid colon, which is unreach- 
able with the conventional sigmoidoscope, can 
be examined and treated. 

Recently a new ring retractor was designed 
which facilitates the performance of hemor- 
rhoidectomy with the aid of one assistant—an in- 
tern or nurse. This instrument renders excellent 
exposure of the operative field. Another instru- 
ment—a multitoothed pedicle clamp—was also 
designed, while the Barr type of self-retaining 
retractor and the Hill-Ferguson type of anal 
retractor were modernized. These instruments 
are intended to complement the sound surgical 
refinements of the basic surgical concepts and 
principles (216). 

A new electrode for the destruction of polyps 
of the rectum has been described (21) (also see 
section on adenomas and the instruments used 
for the transillumination of the wall of the colon). 


COLONIC EXFOLIATIVE CYTOLOGY 


Cancer. Exact differentiation between benign 
and malignant lesions of the alimentary tract is 
now possible by means of the examination of the 
exfoliated cells obtained from various segments 
of the colon. This examination is particularly 
valuable in the diagnosis of cancer of the colon 
that is situated beyond the reach of the sigmoid- 
oscope. The diagnosis is based only upon the 
demonstration of unequivocally malignant cells. 
Two methods of obtaining colonic washings are 
described (72). Of a series of 68 patients so 
studied 59 were available for follow-up studies. 
The presence of cancer was confirmed patho- 
logically in 26 instances. One patient refused 
surgical intervention. In the remaining 32 pa- 
tients cancer of the colon was excluded either by 
surgery or clinical observation. 

The value of the rotating colon brush for the 
gathering of cancer cells from lesions above the 
reach of the sigmoidoscope for cytologic examina- 
tion, as an adjunct to roentgenography, has been 
discussed (8). 

Ulcerative colitis. The cytologic changes of the 
colonic epithelium in chronic ulcerative colitis 
may falsely arouse the suspicion of cancer; in 
ulcerative diseases they are very difficult to in- 
terpret (73). The finding of malignant-appearing 
cells in smears does not necessarily indicate early 
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cancer. However, the finding of undifferentiated 
malignant cells in smears obtained by the colonic- 
wash procedures is reliable evidence of car- 
cinoma. 

It is needless to add that cytologic studies are 
unnecessary for the diagnosis of lesions that are 


_ within the reach of the endoscope. 
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In some cases, it would be a great help to the 
roentgenologist if he would know with certainty 
the precise level of endoscopic examination. To 
this end, the innermost point reached by the 
sigmoidoscope should be marked with a No. 10 
silver wire clip which is pinned on the mucosa 
with a special forceps (190). If a gap exists be- 
tween the clip and the area seen on the films, the 
roentgen-ray examination is considered incom- 
plete. The clip is passed spontaneously and un- 
eventfully within 24 hours (190). 

The fallibility of roentgenograms of the colon 
has been stressed (65). If cancer is suspected but 
the films are unrevealing, an exploratory 
celiotomy should be performed. Heavy de- 
pendence on laboratory reports is decried. 

Recently, the use of compressed carbon dioxide 
in double contrast roentgenography of the large 
intestine has been advocated (128). Carbon 
dioxide is more comfortable for the patient and 
is less dangerous than the use of air. 

Since the double contrast enema is admittedly 
an inadequate roentgen-ray method for the 
detection of small polypoid lesions (64), especial- 
ly as a routine procedure, a new simple and most 
accurate roentgenographic method was devised 
which combines the use of large field spot com- 
pression with high voltage. By this method, 
polypoid lesions as small as 2 millimeters in size 
can be successfully detected. These same lesions 
are invariably missed by other accepted tech- 
niques, such as high-kilovoltage and double con- 
trast types. 

With this readily available observable roent- 
gen-ray method of detection of the small 
polypoid lesions, the problem now is one of 
management. An opinion is ventured that the 
small asymptomatic polypoid lesions situated 
beyond the reach of the sigmoidoscope, 25 
centimeters in length, in older patients may be 
treated by skillful neglect or mere observation. 
Many patients with such lesions have been 
followed up at 6 month intervals without the 
finding of malignant transformation. This policy 
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will remain valid until a more definite under- 
standing of the neoplastic potentiality of ade- 
nomas is established (64) (see polyps). 

A rare complication occurring during a 
barium enema roentgen x-ray study is perfora- 
tion of the colon with the development of ret- 
roperitoneal, mediastinal, and cervical emphy- 
sema (189). 


PILONIDAL DISEASE 


What has commonly been known asa pilonidal 
cyst is neither hair nor a cyst, but acquired 
intergluteal sinus secondary to ingrown hair 
from the intergluteal skin with added infection 
and granuloma or abscess (100). The lesion is 
not believed to be congenital; it occurs when 
hair punctures the skin and epithelium grows 
inward along the tract occupied by the hair. 
Hairs protruding from a pilonidal sinus are 
usually sticking “‘in” and not “‘out.”” Recurrence 
and infection of cysts are usually due to ingrown 
hair, injury, and poor personal hygiene. The 
occurrence of an infected pilonidal sinus in the 
umbilicus (164) and another on the abdominal 
wall (111) has been reported. 

Bacteriological investigations and antibiotic 
sensitivity tests made on. patients with active or 
quiescent pilonidal infection revealed that:the 
Micrococcus pyogenes var. aureus (hemolytic 
Staphylococcus aureus), coagulase positive, was 
most frequently isolated. Other species of 
bacteria included beta-hemolytic streptococci 
and coliform bacilli, but in lesser frequency 
(171). It is believed that the source of the 
bacteria is in the surface of the patient’s own 
body. Most of them are resistant to some of the 
currently used antibiotic agents. 

Pilonidal sinus of the interdigital areas is con- 
sidered an occupational disease among hair- 
dressers and barbers (115). Extraneous short 
hairs penetrate the skin where they behave as 
foreign bodies. Treatment consists of removal of 
the guilty hair and of the accompanying in- 
fection, which may be disabling indeed. Scru- 
pulous cleanliness and the washing of hands at 
frequent intervals have real prophylactic value. 
A similar form of therapy is advised for the 
treatment of the lesion in the sacrococcygeal 
area (100).. 

Healy and Hoffert (103, 245) have discussed 
the value, and described several surgical tech- 
niques, of operative management. They also de- 
scribed and illustrated clearly their own opera- 











tion of excision with partial closure—a procedure 
they still favor. Denning et al. (48) described a 
modification of the gluteal musculofascial flap 
operation, the Holman procedure. Modifications 
of the marsupialization procedure are still favor- 
ed by some surgeons (2). It should, however, be 
noted that the use of infiltration anesthesia is 
considered unwise. So is the incomplete ex- 
tirpation of the entire cyst or sinus because of the 
potential, although uncommon, occurrence of 
cancer in the cyst or sinus (99). 

From the foregoing it is apparent that the 
types of operation for the extirpation of pilonidal 
disease in the sacrococcygeal area are almost as 
numerous as the number of surgeons performing 
them (100). I am inclined to the view that the 
results of surgical treatment are dependent less 
on the type of treatment than on the skill with 
which the selected technique is performed (165). 


WORKMAN’S COMPENSATION 


The discussion of the occupational aspects of 
proctologic disease embraced the following con- 
siderations: (1) external forces, (2) internal 
forces, and (3) nontraumatic occupational causes 


(236). 
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Palpebral Ptosis; Plastic Correction with Strips of 
Fascia. ERNESTO F. MALBEC and ALBERTO R. BEAuUx. 
Plastic @ Reconstr. Surg., 1958, 21: 124. 


CoRRECTION OF BLEPHAROPTOSIS with strips of fascia 
lata has the double advantages of simplicity of execu- 
tion and universal applicability. The authors devised 
a quadrangular method applied like the Friedenwald- 
Guyton suture. 

Small stab incisions are made above the medial and 
lateral ends of the eyebrow and at the corresponding 
positions above the margin of the upper eyelid. A 
Reverdin needle is inserted through the lateral inci- 
sion above the eyebrow and passed vertically down- 
ward into the lid incision. By attachment of a nylon 
thread the narrow strip of fascia lata is drawn through 
the vertical tunnel. The Reverdin needle now passes 
from the medial to the lateral lid incisions and the 
fascial strip is drawn through this tunnel similarly. By 
the same method the strip is carried upward to the 
medial incision above the eyebrow and then horizon- 
tally to emerge at the lateral incision. The loop is then 
tightened to the extent desired, knotted, and fixed to 
the frontalis muscle with chromic catgut. 

This technique avoids an incision along the palpe- 
bral edge and produces an even firm traction. The 
operation has been performed on 22 patients at the 
Ramos Mejia Hospital in Buenos Aires with excellent 
permanent results. Only autogenous fascia is used. 
Preserved bovine fascia proved unsatisfactory as the 
ptosis then recurred after its eventual absorption. The 
article is beautifully and profusely illustrated. 

— James E. Lebensohn, M.D. 


Some Modern Concepts of Ocular Wound Healing. 
Joun H. Dunnincton. Arch. Ophth., Chic., 1958, 59: 
315. 


‘THIS ARTICLE represents the twentieth lecture in honor 
of George Edmund de Schweinitz. It describes some 
of the progress that has been made in attempting to 
solve the complex problems of corneal wound healing. 
Epithelial wound healing begins within an hour 
after injury by the mechanical slide of adjacent epi- 
thelial cells to cover a denuded area. This process is 
later reinforced by active mitosis in the surrounding 
epithelial cells. The spread continues until the surface 
is covered or until epithelium reaches epithelium. 
From experimental studies it was found that the 
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epithelium may gain access to the anterior chamber 
by the following routes: (1) implantation of free con- 
junctiva or cornea; (2) inturning of a conjunctival 
flap; or (3) ingrowth along a gaping wound, incarcer- 
ated tissue, or a deeply inserted suture. If the inflam- 
matory reaction is great or if proliferation of fibro- 
blastic tissue is excessive, then invading epithelial 
cells will be destroyed. It was also noted that, although 
epithelial cells extended along deep silk sutures, they 
did not invade the anterior chamber unless the iris 
was caught on the suture. When the suture material 
consisted of mildly chramicized absorbable surgical 
gut, no epithelial ingrowths were observed. The au- 
thor believes that, in order to avoid invasion of the 
anterior chamber, all fistulizing wounds should be 
closed promptly in such a way that all fistulas are 
gently cauterized and carefully curetted, after which 
the opening is re-sutured and covered with a con- 
junctival flap. Cauterization alone is believed to be 
inadequate. 

A method for treating epithelial invasion was by 
first applying alcohol to the posterior surface of the 
cornea and then curetting off the epithelium. After 
this, a broad iridectomy in the involved area was 
done to deprive the epithelium of its nutritive support 
from the iris. 

Bauman’s membrane possesses no power of regen- 
eration and plays a relatively unimportant role in the 
reparative process. 

Tissue responses of the corneal stroma involve both 
cellular reactions and alterations in the fibers and 
ground substances. In pathological and experimental 
studies, limbal and corneal wounds first show signs of 
healing anteriorly. The simplest form of abnormal 
stromal growth is the formation of a broad band of 
fibrous tissue between the lips of the incision. This is 
the result of poor apposition of the wound surfaces 
produced by overriding of the edges of the incision, 
incarceration of tissue, or by repeated small ruptures 
of the wound. Investigations show that collagen fibers 
in wide scars never reach the maturity of those in 
normal tissue. Therefore, these wounds are weak be- 
cause the rise in tensile strength of any wound paral- 
lels the rise in, and maturity of, its collagen fibers. 

Another abnormality of stromal healing is “stromal 
overgrowth.” This condition is caused by much the 
same factors that have been indicated, but is partic- 
ularly associated with the incarceration of vitreous 
lens matter or iris in the wound. 


The role of Descemet’s membrane and of the endo- 
thelium is not clear, but there is evidence that endo- 
thelial healing takes place by the transformation of 
proliferating corneal fibroblasts. It should be appre- 
ciated that the endothelium is highly vulnerable, and 
all surgeons should guard against trauma to the pos- 
terior part of the incision and attempt to get accurate 
apposition of the deeper layers of the incision. 

—Andreas V. Mortensen, M.D. 


The Effect of Prednisolone on Aquecus Humor Dy- 
namics, Ertk Linnér. Acta Soc. med. Upsaliensis, 1957, 
62: 186. 


INTRAOCULAR PRESSURE is influenced by (1) the rate 
of aqueous inflow, (2) the facility of aqueous outflow, 
and (3) the episcleral venous pressure. Contradictory 
information appears in the literature concerning the 
action of adrenocortical products on these three 
mechanisms. This study covers an unspecified num- 
ber of healthy student nurses in their twenties who 
received a synthetic prednisolone preparation called 
‘“‘ultracortendol” (Ciba) as a 0.3 per cent topical drop. 
Electronic tonography was used and the right and 
left eyes were measured at the same time. The 
episcleral venous pressure was measured by means of 
the author’s thin rubber-covered pressure chamber. 
Figures are given as the mean of three consecutive 
measurements. 

Individuals receiving the drops in one eye three 
times a day for a week showed significantly higher 
opening pressure (P9) in the treated than in the con- 
trol eye by about 2.5 mm. Hg, but there were no 
changes in the facility of outflow or episcleral venous 
pressure. When the aqueous inflow is reduced by 
acetazoleamide or by nocturnal reduction in the di- 
urnal cycle, the topical effect of prednisolone is 
greater. Compensatory decreases in the facility of out- 
flow generally associated with acetazoleamide action 
or nocturnal variation were apparently inhibited by 
the topical steroid. —Arthur H. Keeney, M.D. 


The Management of Endophthalmitis Following Cat- 
aract Extraction. GuILLeRmo Pico. Arch. Ophth., Chic., 
1958, 59: 381. 


ALTHOUGH THE INTRODUCTION of modern steroid and 
antibiotic agents has somewhat improved the outlook 
of endophthalmitis following cataract extraction, this 
condition is still one of the most dreaded of all post- 
operative complications. The best results are achieved 
if treatment is begun early and employed in adequate 
heavy dosage. 

Chloromycetin and tetracycline or sigmamycin are 
particularly valuable because they are broad-spec- 
trum antibiotics that have the ability to penetrate the 
blood-aqueous barrier when they are given in massive 
dosage. An example in dosage of tetracycline was 3 
gm. initially and 1 gm. every 4 hours. 

A corticosteroid is useful in controlling the inflam- 
matory reaction, and thus preserving vision until 
antibiotic therapy can control the infection. 

Five cases were reported, 3 of which were treated 
with chloromycetin, tetracycline, and steroids in addi- 
tion to routine local treatment. These 3 were believed 
to have responded well to this type of treatment. 

—Andreas V. Mortensen, M.D. 
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Surgery of Developmental Cataract. NorMan S. JAFFE 

and DavwS. Licurt. Arch. Ophth., Chic., 1958, 59: 407. 
THE AUTHORS state that the purpose of this article is 
to present a technique for the surgery of develop- 
mental cataract which is simple, safe, and surgically 
sound. It is emphasized that the visual prognosis is 
highly variable, but generally worse in the presence 
of associated ocular defects, such as amblyopia, 
nystagmus, strabismus, and microphthalmos. Non- 
ocular defects, such as deaf mutism, cardiac anomalies, 
mental retardation, and failure to thrive are also 
considered in determining prognoses. The authors 
mention rubella, mumps, varicella, polio, and in- 
fectious hepatitis as particular viral infections that 
might produce lenticular changes if the mother is 
infected before the eighth week of pregnancy. After 
the twelfth week the lens is likely to escape damage. 

The disadvantages of the discission operation were 
the following: (1) the multiplicity of operations in 
children who are often poor anesthetic risks, (2) the 
frequent failure to obtain an adequate pupillary 
opening, (3) disturbance of the vitreous which may, 
in turn, produce secondary glaucoma and late retinal 
detachment. 

It was thought that surgery was indicated for 
bilateral complete cataracts or for severe involvement 
of both eyes without complete opacification. Chandler 
and Cordes believe that, if the involvement of one 
lens is severe and that of the other lens mild with 
vision of 20/50 or better, surgery should not be done. 

The age for surgery was reviewed, and the authors 
indicate that most workers will operate on one eye 
at the age of about 6 months and on the other eye 
when the child is 2 or 3 years old. 

The authors comment on linear extraction and 
report vitreous loss as a primary complication. They 
attribute this to faulty technique in which the surgeon 
does not know when to quit. It is emphasized that the 
toothed capsule forceps should be used only once. 
They also believe that the current trend toward operat- 
ing on a softer eye secured by the preliminary use of 
digital pressure lessens the incidence of vitreous loss. 

The operative technique is described in con- 
siderable detail. Initially an incision is made at the 
limbus. Four No. 000000 chromic absorbable surgical 
gut sutures are used to close the 6 to 8 mm. incision. 
The ocular tension is lowered before the section is 
done with 3 minutes of digital pressure on the closed 
lids. A small peripheral iridotomy is done. A bubble 
of air is placed in the anterior chamber through the 
closed incision by use of a filed-down 27 gauge needle. 

Ten case reports on 17 eyes were presented. 

—Andreas V. Mortensen, M.D. 


Behcet’s Disease (Behcetsche Krankheit). E. Scuuze. 
Deut. med. Wschr., 1958, 83: 469. 


THE AUTHOR essentially reviews the literature on the 
research done to determine the etiology of Behcet's 
syndrome. The syndrome, which consists of oral and 
genital ulceration and a grave form of uveitis, was 
known in antiquity. It is in some cases complicated by 
involvement of the skin and central nervous system. 
While Behcet believed the disease to be caused by a 
virus, the virus etiology has been definitely demon- 
strated only within the last few years. Now that the 
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etiology is established the author suggests that the 
designation of Behcet’s syndrome should be replaced 
with that of Behcet’s disease. —Ray K. Daily, M.D. 


Observations on Retinoblastoma. Utysses M. Carsa- 
ja. Am. J. Ophth., 1958, 45: 391. 


NinETY-TWO CASES of retinoblastoma were studied 
from personal observation and records of the Chil- 
dren’s Hospital in Los Angeles since 1933. Eyes were 
removed from 82 patients and the diagnosis of retino- 
blastoma was confirmed in 72 cases. Twenty-two 
cases were bilateral. Sex distribution was equal. 

The chief complaints, most commonly reported, 
were strange pupillary color or muscle imbalance. Im- 
pairment of vision was noted only in bilateral cases, 
and only half of these. Symptoms were noted as early 
as 6 weeks of age or as late as 6 years, with a mean age 
of 17 months. Roentgenograms were taken in only 
44 cases, and recorded as positive for calcification in 
7. This is in marked contrast to the histologic findings 
of calcium flecks in all but one of the eyes studied 
microscopically. Of the 72 patients with confirmed 
retinoblastoma, 20 are known to have died within 50 
months of the diagnosis. The fatality rate in the uni- 
lateral cases was 20 per cent, and in the bilateral cases 
54 per cent. These figures in relation to laterality are 
misleading, however, in that more of the bilateral 
cases were delayed in coming to therapy. 

The duration of the symptoms before therapy has 
the most direct statistical relationship to fatality. The 
most commonly confused entities leading to enuclea- 
tion were detached retina and Coat’s disease. Tumors 
were of the endophytum type in all but 3 cases. 
Daughter seedlings were present in the majority of the 
cases and 5 cases showed keratic precipitation of 
tumor cells simulating mutton fat deposits. Intra- 
ocular hemorrhage occurred in only one case. Histo- 
logically, the larger tumors and those with least 
rosette formation carried the graver prognosis. The 
metastases were primarily intracranial and in bone. 

—Arthur H. Keeney, M.D. 


EAR 


The Prognosis of the Operative Improvement of 
Hearing in Chronic Middle Ear Infections. Fritz 
ZOLLNER. Ann. Otol. Rhinol., 1957, 66: 907. 


PLASTIC RECONSTRUCTION of the sound conducting 
mechanism in chronic middle ear infection has been 
developed during the past 6 years to the point that 
improvement in hearing can be attained in the 
majority of cases. Failure to improve occurred in 28 
per cent of all the cases and loss of hearing in 2.1 per 
cent. Altogether 329 patienis were operated on. 
Operations were grouped into three types: 

Type 1. Operations for complete restoration of the 
normal transmission of sound through the ossicular 
chain: this group includes endaural myringoplastics 
and meatoantrotomies. Pearing gains were attained 
in 90 per cent of the cases. Normal hearing was 
achieved in only 9 of the 52 patients in this group. 

Type 2. Operations for restoration of the drum 
membrane and utilization of the ossicular chain for 
transmission of sound to the oval window: this in- 
cluded the columella plastic and attic antrotomy. The 
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prognosis for reaching normal hearing was less favor- 
able, but improvement in hearing was achieved in 
more than 60 per cent of the cases. 

Type 3. Operations for restoration of phase differ- 
ence between the two windows in cases with a total 
defect of the conducting mechanism. The hearing 
gain rarely exceeds the 30 decibel level. 

The exact prognosis of hearing level in the three 
groups cannot be given because of the unpredictable 
factor of healing following surgery. As a rule, the level 
of hearing is higher in patients whose drum membrane 
has been present than in those with reconstructed 
drums. Cholesteatoma also offers a better prognosis. 

Causes of failure are inflammation, recurrence of 
cholesteatoma, and adhesions, which obliterate the 
hypotympanum and produce stenosis of the tubal 
lumen. Since tubal function is absolutely essential, 
beta irradiation, tubal bouginage, excision of scars, 
and acrylic tubes have been used. Constitutional fac- 
tors also account for persistent suppuration which can 
jeopardize the result. Plastic surgery of the sound- 
conducting system requires not only excellent sur- 
gery, but also exacting preoperative and postopera- 
tive treatment. — John F. Daly, M.D. 


NOSE AND SINUSES 


Congenital Median Tumors of the Frontonasal Re- 
gion (Les tumeurs congénitales médianes de la région 
fronto-nasale). J. ViRENQUE, M. Pasguié, M. Escri- 
EuT, and F, Desauces. Sem. hép. Paris, Ann. chir., 1958, 
12: 269. 


CERTAIN TUMORS may be seen from the point to the 
root of the nose, and even beyond, but always in the 
midline. In approaching tumors so located, the sur- 
geon should consider the possibility of their extension 
and depth, even into the cranial cavity. These lesions 
are of two types—dermoids and neurogenic tumors. 

The authors report 5 dermoids in the frontonasal 
region: 

1. Superficial cyst without any extension. 

2. Superficial sinus tract. 

3. Cyst with a sinus tract leading to the nasal 
septum. 

4. Fistulous tract, running deep to the nasal bones 
and leading to a cyst over the nasion (Fig. 1). 

5. Dumbbell-shaped cyst, from the point of the nose 
to the body of the sphenoid (Fig. 2). 

All tumors had been present since birth. 

The dermoids can be cysts or fistulas. Surveying the 
literature in 1948, Ryan reported 81 cases. The tumors 
are usually single and ordinarily are superficially 
placed. They may, however, extend to the nasal 
septum and into or through the skull. 

Neurogenic tumors comprise anterior meningo- 
encephaloceles and nasal gliomas. The following cases 
were observed: 

1. Areddish tumor communicating, through a bony 
defect in the ethmoid and frontal bones, with the 
frontal horn of the lateral ventricle. 

2. A frontonasal tumor, slightly to the right of the 
midline, communicating with a “‘prolongation” of the 
left frontal lobe via a bony defect at the frontonasal 
suture. 














Fic. 1. Fic. 2. 


Fic. 1 (Virenque e¢ al.). Fistula in the depth of the 
nose with a cyst between the eyebrows. 

Fic. 2. Cyst of the point of the nose with great pro- 
longment of the ethmoid and sphenoid bones. 


3. A glioma at the root of the nose with an extension 
to the nasal septum through a defect between the nasal 
bones. 

4. Tumor, histologically resembling an astrocytoma, 
seen at the root of the nose and extending along a 
groove in the nasal bone to the nasal cavity. 

5 and 6. Two meningoencephaloceles mentioned 
without any details. The tumors likewise had been 
present since birth. 

These tumors may present themselves at the root 
of the nose, at the inner angle of the eye, in the orbit, 
or in the nasal cavity. Through a bony defect they 
pass into the anterior cranial fossa. 

In most cases, they are visible externally. Rarely, 
they develop intranasally and may be accompanied 
by cerebrospinal rhinorrhea. Histologically, they range 
from a meningocele to a solid glioma. The latter type 
is quite rare. Only seldom does a glioma have any 
demonstrable connection with the intracranial cavity. 
These gliomas are never malignant, but will recur if 
incompletely removed. 

The anterior meningoencephaloceles are not her- 
nias, but represent a failure of closure of the anterior 
neural canal. The authors discuss the embryology of 
the frontal region. —Leonid S. Cherney, M.D. 


MOUTH 


A Method of Sialography. Axe Guttmo and Gun Boox- 
HEDERSTROM. Acta. radiol., Stockh., 1958, 49: 17. 


THE PROCEDURE of sialography was introduced in 
1925 by several independent workers, and numerous 
reports have appeared in the literature since that time. 
The present contribution is that of a method to pre- 
vent contrast filling of the parenchyma of the glands 
being examined so that there is clearer visualization of 
the duct systems. 

The method also tends to eliminate retrograde spill 
around the cannula escaping the oral cavity by 
using a small metallic clip placed around the cannula 
and secured to the buccal mucosa or frenulum under 
the tongue in accord with which gland is being exam- 
ined. No anesthesia is employed during the procedure 
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and when the cannula has been fixed in position, a 
polyethylene tube filled with urografin or hypaque 
(60 per cent) is introduced by the gravity method. 
Roentgenograms are exposed in the anteroposterior 
and lateral projections. The method is well illustrated 
with two photographs and 7 roentgenograms. 

— Moris Horwitz, M.D. 


Some Points on the Surgical Anatomy of the Parotid 
Gland. Davin H. Patey anp Ian Rancer. Brit. 7, 
Surg., 1957, 45: 250. 


THE AUTHORS have studied, by means of dissection, 
casts, and roentgenograms the intrinsic and extrinsic 
anatomy of the parotid gland and its pharyngeal 
extensions, and have found no evidence to support the 
bilobed theory of the parotid gland. The parotid 
should be regarded as a multilobular structure. Surg- 
ically, the gland can be split in two along the “‘faci- 
ovenous” plane. This plane is marked by the course of 
the large veins which begin in the temporal region 
and terminate in an anterior vein which joins the 
common facial and a posterior vein which goes to 
make up the external jugular vein. The vein lies im- 
mediately deep to the facial nerve and its branches. 

In addition to indicating the location of the nerve, 
the faciovenous plane aids in preserving the venous 
drainage of the gland until the final stages of the oper- 
ation, thereby reducing bleeding to a minimum. The 
position of the tumor in relation to the veins in the 
gland provides a better basis for determining the 
origin, either from the superfacial or the subfacial 
portion. (The authors prefer these terms to superficial 
and deep lobes). 

The authors believe that there are instances in 
which the facial nerve can be preserved in total parot- 
idectomy with wide excision, while including a wide 
excision of the surrounding structures. Tumors may 
arise in the deep pharyngeal extensions of the gland, 
which will bulge into the soft palate and displace the 
tonsil medially. —John F. Daly, M.D. 


A New Look at the Etiology of Cleft Palate. ELEANOR 
J. SrrecLer and Mitprep F. Berry. Plastic @ Re- 
constr. Surg., 1958, 21: 52. 


ANALYSIS OF THE FAMILY HIsToRY of 164 patients ad- 
mitted to a Cleft Palate Center for speech therapy 
supports the belief that heredity is one of the chief 
etiological factors of clefts and other structural de- 
formities, although the manner of inheritance is still 
not clear. Other factors studied were nutrition, pre- 
maturity, the Rh factor, and multiple births. The data 
are summarized in 11 charts. —John F. Daly, M.D. 


Treatment of Cancer of the Tongue at Hartford Hos- 
ital, 1931-1952. N. Witt1amM Wawro and ALBERT 
ABcOCK. WV. England J. M., 1958, 258: 317. 


THE SURVEY covers two periods, one from 1931 to 
1944 when radiaticu iierapy was the method of choice 
and the other from 1945 to 1952 when radical surgery 
and improved radiation techniques were used singly 
or in combination. Comparison of the survival rates of 
these two periods shows that there was a definite im- 
provement in the latter period when more radical pro- 
cedures were used. The 5 year survival rate with 
surgery was 42 per cent, as compared to 12 per cent 
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with radiation. The superior results of surgery are due 
in part to the selection of small lesions in the anterior 
part of the tongue which have a better prognosis. 
When the lesion was more extensive, requiring block 
resection of the tongue and mandible and neck dis- 
section, there were no 5 year survivals. This has led the 
authors to comment on the large number of extensive 
lesions of the tongue that are still seen in cancer clinics, 
despite mass educational techniques for the profession 
and public. 

The prognosis of small lesions of the tongue is very 
good; 9 of 10 patients were alive and well 5 years after 
surgical excision when the lesion was confined to the 
tongue. The authors recommend immediate biopsy of 
any tongue mass as the best assurance for improving 
survival rates in this disease. Their policy is to wait for 
nodes to become clinically palpable after the primary 
lesion has been controlled. Elective neck dissections 
are not done. Their results showed only 2 five 
year survivals following 14 neck dissections. 

— John F. Daly, M.D. 


NECK 


Pharyngolaryngeal Disturbances Due to Cervical 
Spondylosis. A. Lasktewicz. Arch. Otolar., Chic., 
1958, 67: 292. 


ATTENTION IS CALLED to pharyngolaryngeal and 
esophageal symptoms which may occur in patients 
with arthritic changes in the cervical spine. The 
symptoms may include a burning sensation in the 
posterior tongue, soreness and lump in the throat, 
dysphagia, and vocal weariness and_ hoarseness. 
Disturbances in the inner ear including tinnitus, 
giddiness, and diminished hearing may also occur. 
The diagnosis is based on laryngoendoscopic examina- 
tion, roentgenography of the neck, and palpation. 

Among 12 cases reported there were 4 associated 
with acute arthritis of the cervical spine in the course 
of rheumatic fever and 8 with hypertrophic arthritis 
of the spine. Treatment consisted in immobilization 
of the neck by means of a cervical collar, paravertebral 
blocking of the sympathetic and cranial parasym- 
pathetic pathways, diathermy, and irradiation. 

— Harvey W. Baker, M.D. 


Thyroiditis and Strumitis (Considérations 2 propos des 
thyroidites et des strumites). Paut Desatve. Acta chir 
belg., 1957, 56: 639. 


THYROIDITIS AND STRUMITIS constitute approximately 
2.5 per cent of thyroid disease. Of 19 patients (2 of 
whom were men), 7 were afflicted with a de Quervain 
type of thyroiditis. The thyroid was usually unilater- 
ally affected with frequent histories of preceding acute 
or subacute infections of the upper respiratory or 
digestive tracts. Pain, fever, loss of weight, slight 
anemia, increased sedimentation rate, and normal or 
decreased radioiodine uptake with paradoxic increase 
of serum iodine were present. Treatment consisted of 
ACTH, cortisone, and x-ray therapy. Under this 
regimen 5 patients recovered, 1 is being followed up, 
and 1 died of myocarditis. 

Hashimoto’s thyroiditis was characterized by sym- 
metry of the lesion (with the right lobe being more 
frequently involved), pain, and signs of tracheal and 








SURGERY OF THE HEAD AND NECK 453 


esophageal compression. ACTH, cortisone, and par- 
ticularly x-ray therapy were used. Surgical interven- 
tion, generally followed by hypothyroidism, was not 
attempted unless there was doubt as to the real nature 
of the lesion, signs of compression supervened, or the 
recurrence was not amenable to medical treatment. 
Of the 5 patients in this group 1 is under observation, 
1 cured by x-ray therapy, 2 were cured by subtotal 
thyroidectomy, and 1 died of cardiac insufficiency. 
The diagnosis of the last patient, who was treated by 
x-rays, is in doubt since it might have been a lympho- 
sarcoma. 

The only two male patients were among the 5 with 
Riedel’s thyroiditis. Characteristically its develop- 
ment takes a long time (often on the basis of an old 
goiter); it is asymmetric and shows discrete signs of 
compression. Ordinarily it is accompanied by hypo- 
thyroidism. Differential diagnosis from infiltrating 
anaplastic cancer is difficult. The treatment of choice 
is surgical but the lasting good results obtained with 
irradiation cause the author to suggest reconsideration 
of the question of radiotherapy in these lesions. 

The involvement of the thyroid together with the 
salivary and lacrimal glands in the Mikulicz, Sjoegren, 
and Hashimoto syndromes suggests a certain similar- 
ity of origin of the three groups of lesions. 

—Sidney Smedresman, M.D. 


Thyroid Cancer (Le cancer thyroidien). P. Desatve. 
Acta chir. belg., 1957, 56; 705. 


Or 13,261 cancers observed in Liége, Belgium during 
a 30 year period, 126 or 0.95 per cent were located in 
the thyroid gland. They accounted for 2.95 per cent 
of all goiters. According to statistics from various 
countries, cancer of the thyroid represents 1.09 per 
cent of all carcinomas. There may be a statistical error 
due to the fact that nontoxic nodular goiters may 
harbor unrecognized malignant cells. The author 
estimates that in Liége the frequency of thyroid 
carcinoma is 22 per 1 million population. 

In the author’s series the average age of the patients 
of both sexes was 56 to 58 years. In Liége, individuals 
younger than 29 years accounted for 4.1 per cent of all 
cancer carriers and for 3.9 per cent of patients with 
thyroid carcinoma. In the series of 126 cases there 
were 75 women and 51 men. Local or general heredi- 
tary factors apparently are of minor importance. The 
role of thyroiditis in the genesis of carcinoma requires 
elucidation. At present it is highly questionable 
whether chronic thyroiditis should be considered a 
precancerous lesion. From 15 to 25 years must elapse 
before a conclusion can be drawn concerning the 
carcinogenic properties of doses of radioactive iodine 
used in the therapy of hyperthyroidism. 

In the presence of endogenous or exogenous can- 
cerogenic stimuli the employment of antithyroid 
drugs or radioactive substances may favor develop- 
ment of carcinoma. : 

In the author’s series of 126 cases there were signs 
of hyperthyroidism in 13 patients or 10.3 per cent. 
Thyroid carcinoma may develop in euthyroid in- 
dividuals as well as those with nodular or diffuse, toxic 
and nontoxic goiters. 

It seems, that the more active the thyroid function, 
the greater the defensive power of the gland against 





cancer. Thyroid carcinoma accompanied by hyper- 
thyroidism gives, as a rule, a favorable prognosis. 

Aberrant thyroid carcinoma is usually found in 
young women and appears in the form of papillary 
epithelioma which shows slow progress. 

For practical purposes thyroid carcinoma may be 
classified as follows: (1) epithelioma with vesicular 
colloid differentiation, (2) papillary epithelioma, (3) 
noncolloid differentiated epithelioma (trabecular, 
epidermoid, Hiirthle cell tumor), (4) atypical, poorly 
differentiated, pseudosarcomatous epithelioma, and 
(5) sarcoma and other malignant formations. 

In order of descending frequency metastases are 
found in the lungs, osseous structures, liver, and kid- 
neys. Papillary adenocarcinomas show a lesser ten- 
dency to invasion of lymph glands than other his- 
tologic types of thyroid carcinoma. 

— Joseph K. Narat, M.D. 


Tumors of the Carotid Body; 2 Observations (Les 
tumeurs du glomus carotidien; deux observations). 
P. Dor and C. Gompet. Acta chir. belg., 1957, 56: 764. 


Two cases of tumors of the carotid body, one in a 53 
year old man and the other in a woman 40 years of 
age, are described by the authors. 

In the first case a tumor at the bifurcation of the 
common carotid artery was diagnosed as a metastasis 
of a cancer of endocrine structure, whereupon the 
right lobe of the thyroid and the parotid gland were 
explored and found normal. Roentgen therapy fol- 
lowed the exploration. A careful histologic examina- 
tion of the tumor replaced the original diagnosis of 
metastatic adenopathy of thyroid carcinoma by that 
of a tumor of the carotid body. 

In the second case a tumor in a similar location was 
removed and diagnosed as a carotid body tumor, but 
the microscopic study established the presence of a 


454 International Abstracts of Surgery - November 1958 





metastatic carcinoma of unknown origin. The opera- 
tion was supplemented by irradiation of the involved 
side of the neck. Three months later another tumefac- 
tion developed in the same location and disappeared 
spontaneously within a month. Repeated roentgeno- 
logic studies of the respiratory and alimentary tracts in 
the course of the next 5 years failed to reveal any 
pathologic condition. The final, revised diagnosis of a 
carotid body tumor was made. 

Carotid body tumors are considered rare because 
many remain unrecognized. The diagnosis should be 
kept in mind if the tumor is located at the bifurcation 
of the common carotid artery, its metastatic character 
cannot be established, the mass is movable only in a 
horizontal direction, and transmitted pulsation can be 
felt. Aspiration biopsy has minor diagnostic value, 
whereas carotid angiography may be helpful. Dif- 
ferential diagnosis should consider metastatic ade- 
nopathy, tuberculous adenitis, malignant lymphoma, 
aneurysm, neurofibroma, and branchial cyst. 

Excision of the tumor is the method of choice. 
Resection of the bifurcation may be followed by 
hemiplegia, monoplegia, hemianesthesia, aphasia, 
dysphagia, or atrophy of the optic nerve. 

None of the following methods, suggested for 
avoidance of such postoperative complications, proved 
successful: progressive compression of the carotid 
artery with a clamp; occlusion of the carotid artery 
with aluminum foil or a strip of fascia lata, easily 
removable if cerebral disorders appear; anastomosis 
between the distal ends of the internal and external 
carotid arteries; exeresis or anesthesia of the cervical 
sympathetic branches to suppress vasoconstriction; or 
employment of anticoagulants. If postoperative com- 
plications make ligation of the carotid artery im- 
perative, precautions should be taken against develop- 
ment of hypotension. — Joseph K. Narat, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Observations on the 24 Hour Pneumoencephalogram 
with Special Reference to the Diagnosis of Cortical 
Atrophy. Max T. ScunirkeER and Rosert P. Uric. 
Radiology, 1958, 70: 15. 


THE AUTHORS have studied a series of 66 patients in 
regard to the presence of subdural air 24 hours after 
pneumoencephalography. In most of the cases a fairly 
complete air study was done on a volume for volume 
replacement. A formula was evolved to measure the 
subdural space in regard to the skull capacity. How- 
ever, no definite correlation could be found between 
the normal and abnormal, and a standard or normal 
ratio was not determined. 

Ninety per cent of all adults and 66 per cent of the 
children studied showed the presence of subdural air. 
It was thought that this was a natural sequence to 
the procedure, and not due to error in technique or 
necessarily to a tear in the arachnoid membrane. 

Although there is a tendency toward a greater 
subdural air capacity in patients over 60 years of age, 
cerebral atrophy cannot be diagnosed by this means. 

—Jack I. Woolf, M.D. 


Acute Visual Failure As a Neurosurgical Emergency. 
ALFRED UIHLEIN. Brit. J. Ophth., 1958, 42: 157. 


More oFTEN than not visual failure is the result of a 
disorder of the globe, and hence lies within the prov- 
ince of the ophthalmologist. However, a lesion in- 
volving the optic pathways may occasionally be re- 
sponsible for acute loss of vision and at times such a 
lesion is overlooked because a thorough medical 
examination was not conducted when the patient 
first consulted his physician. 

An analysis of some of the clinical entities that pro- 
duce acute visual failure illustrates the need for prompt 
neurosurgical intervention to prevent irreparable 
damage to the visual system. The need for a complete 
and accurate medical, neurological, and ophthalmo- 
logical investigation is apparent, and every effort 
should be made to arrive at the correct diagnosis 
early, so that definitive treatment can be instituted 
promptly. A diagnosis of retrobulbar neuritis or 
multiple sclerosis is not uncommon in a hasty evalua- 
tion of rapid decrease in visual acuity. This mistake 
may result in irreparable damage to the optic nerves 
before the correct diagnosis is made, and surgical 
treatment may prove discouraging because it is 
carried out too late. 

Reports of 5 cases are presented in the complete 
paper to illustrate the difficulties of diagnosis that 
confront the physician in the management of the 
problems described. The pitfalls of a hasty diagnosis 
are obvious, and in many instances the only hope for 
definitive treatment is that it will prevent additional 
visual loss, since the type of pathological process 
present of necessity prevents restoration of vision on 
the affected side. The fact that occasionally an ap- 
parently hopeless situation can be retrieved justifies 
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careful search for lesions which can be treated success- 
fully by surgical intervention. 


Forty-Six Cases of Ruptured Supraclinoid Aneur- 
ysms; Evaluation of Surgical Treatment (Réflex- 
ions sur une série de 46 anévrysmes supraclinoidiens 
rompus; évaluation du traitement chirurgical). CL. 
Gros, B. ViLanovitcu, and B. AuUTEROCHE. Neuro- 
chirurgie, Par., 1957, 3: 253. 


ForTy-sIX CASES OF ruptured aneurysm have been 
followed for periods up to 6 years. Their ages ranged 
from 20 to 62 years; more than half were over 45; 24 
were females, 22 males. Thirty were hospitalized dur- 
ing the first week following the rupture; 7 during the 
first 15 days, and 9 in from 2 to 6 weeks. Twelve pa- 
tients gave a familial history of hemorrhage. The 
aneurysms were located as follows: 13 in the anterior 
communicating artery, one in the right anterior 
cerebral, 3 in the left anterior cerebral, 10 in the right 
and 6 in the left sylvian artery, 3 in the right and 4 
in the left carotid bifurcation, 4 in the right posterior 
communicating, one in the left posterior cerebral, and 
one in the supraclinoid portion of the right internal 
carotid. 

Arteriography revealed the diagnosis in all but 2 
instances. Frequently this examination had to be re- 
peated several times. Twenty-two patients underwent 
the arteriographic examination in the first 10 days 
following the rupture, 15 during the third week, 4 
within the first month and one 60 days after the rup- 
ture. Five of the 46 patients died within 48 hours 
without operation; 2 died of recurrence of bleeding on 
the seventh and tenth days following the initial 
episode. Four patients refused intervention; 31 were 
operated upon. 

Surgical treatment consisted of direct attack on the 
lesion in 29 instances (application of clips in 19, mus- 
cular tamponade in 8, and ligation in 2) and in liga- 
tion of the internal carotid in the neck in 2 cases. 

Of the entire group of 46 cases 19 died (41.3 per 
cent) in the hospital. Of 31 cases operated upon only 
7 died (22.5 per cent). The use of clips and direct liga- 
tion of the aneurysm gave the best results; muscle 
tamponade gave relatively poor results (mortality 50 
per cent). 

The most promising procedure at present is induc- 
tion of hypothermia with ganglioplegics. The result 
of the surgical treatment seems to depend less upon 
the technique or operative skill than upon correct de- 
cision as to the general state of the patient and the 
proper time for operation. 

The operation is a hazard for the patient as is the 
arteriographic examination. The operative risk 
diminishes with time, but any delay in operating in- 
creases the likelihood of recurrence of the hemor- 
rhage. The best time to consider surgical intervention 
would seem to be just when the patient has begun 
to show improvement; to wait for stabilization to de- 
velop is, in the authors’ opinion, an extremely preju- 
dicial attitude. —John W. Brennan, M.D. 








Voluminous Intracranial Teratoma; Removal, Cure 
(Voluminoso teratoma intracranico; asportazione, 
guarigione). S. BRIANI and R. Rusertt. Acta chir. ital., 
1957, 8: 981. 


THE AUTHORS report a case of a 16 year old boy who 
underwent an operation for the total removal of a 600 
gram teratoma which was located in the anterior 
cranial fossa, between the two hemispheres. Intra- 
cranial calcification was evident on the plain skull 
roentgenogram and the size and location of the tumor 
are strikingly portrayed in the reproductions of the 
cerebral arteriograms. The lesion was removed 
through a transfrontal craniotomy and an excellent 
photograph of the operative site is shown. The ante- 
rior portion of the right frontal lobe was sacrificed. 
The postoperative course was uneventful and the 
patient, when seen 6 months after surgery, seemed to 
be perfectly normal. Anosmia was present on the right 
side but otherwise he seemed to be normal, and his 
psychic condition was considerably improved from its 
preoperative state. — Nicholas Wetzel, M.D. 


The Surgical Treatment of Intracranial Saccular 
Aneurysms of the Internal Carotid Artery and of 
Its Branches (Considérations sur le traitement chi- 
rurgical des anévrismes sacculaires intracraniens de la 
carotide interne et de ses branches). P. FRuGon1 and 
R. Rupert. Neurochirurgie, Par., 1957, 3: 241. 


Durinc the past 6 years 61 patients suffering from 
saccular arterial aneurysms of the internal carotid 
artery and its branches have been operated upon at 
the public hospital of Padua, Italy. There were 29 
aneurysms of the supracavernous carotid with 19 
ligations of the cervical carotid and 10 direct attacks 
on the lesion; 5 aneurysms of the carotid bifurcation 
with 5 cervical carotid ligations; 2 aneurysms of the 
anterior cerebral artery with 1 ligation of the cervical 
carotid and 1 direct attack; 16 aneurysms of the an- 
terior communicating artery with 9 ligations and 7 
direct attacks; 8 aneurysms of the middle cerebral 
artery with 4 cervical ligations and 4 direct attacks, 
and 1 instance of multiple aneurysms with cervical 
ligation. 

The direct attacks included 14 obliterations of the 
aneurysmal neck, 6 muscle tamponades, and 2 
ligations. 

Cervical carotid ligations were followed by 4 
deaths; 32 patients are still free from symptoms after 
periods of from 6 months to 5 years. The direct inter- 
ventions were followed by 5 deaths and 17 good re- 
sults. The 17 patients are well, have not presented 
evidence of recurrence of the bleeding, and are leading 
active lives. While all the patients successfully treated 
by direct attack have remained well, some of the pa- 
tients (8.5 per cent) treated by cervical carotid liga- 
tion now show evidence of residual hemiplegia. 

The authors’ experience leads them to favor direct 
attack on aneurysm of the internal carotid artery and 
its branches by ligation of the aneurysmal neck or 
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exclusion of the aneurysmatic arterial segment by 
ligation. Muscle tamponade should be reserved for 
small saccular aneurysms which can be completely 
encircled by muscle tissue. 

—John W. Brennan, M.D. 


PERIPHERAL NERVES 


Regional Permanent Elimination of Pain (Regionale 
dauernde Schmerzausschaltung). Fritz HEpPpNeER. 
Chir. Praxis, 1957, 1: 511. 


THE AUTHOR, of the Surgical Department of the Uni- 
versity of Graz, Austria, describes the technique of 
elimination of intractable pain by peripheral nerve 
resection or exeresis. In general, severing of peripheral 
nerves is not satisfactory because most peripheral 
nerves are mixed and their interruption causes motor 
and trophic disturbances. However, in certain sensory 
nerves, surgery has gratifying results. 

The most successful of the peripheral nerve oper- 
ations is severing of the obturator nerve. It is possible 
to do this without ensuing motor or trophic dis- 
turbances, and without danger of so-called anesthesia 
dolorosa. It is indicated in distressing coxalgia due to 
senile or traumatic arthrosis of the hip. Ten of 11 oper- 
ations performed by the author were completely and 
permanently successful. 

In trigeminus neuralgia intracranial operations are 
not always necessary. The author describes resection of 
the supraorbital nerve, including the supratrochlear 
nerve, and exeresis of the infraorbital nerves. 

Finally, the author discusses the indications and 
technique of anterolateral chordotomy. This operation 
makes it possible to eliminate sensibility for pain and 
temperature only, preserving motility and the sense of 
touch. It is indicated in excruciating intractable pain, 
especially that due to carcinoma and tumor metastases. 
Either the third and fourth or the fifth and sixth cervi- 
cal segments on the contralateral side of the pain are 
severed. If bilateral chordotomy is necessary the oper- 
ation is done on cifferent levels to preserve the blood 
supply of the spinal cord. After bilateral chordotomy 
disturbances of micturition occur frequently; these are, 
however, transitory and usually clear up after some 
weeks. 

The depth to which the cord is severed depends on 
the location of the pain. The sensory nerves enter the 
spinal cord in such a way that the caudal fibers from 
the lowest sacral segment course in the most superficial 
layer of the spinothalamic tract; the more cranially 
the lesion is located the deeper are the layers in which 
the fibers course in the tract (Auerbach-Flatau law). 
Therefore, in pain of the pelvic floor a very superficial 
incision is sufficient to eliminate the pain. On the other 
hand, in intractable brachialgia due to carcinomatous 
metastases the incision has to be extremely deep. 

The author performed chordotomy for pain elimina- 
tion in 33 cases, 27 of which were successful. 

— Werner M. Solmitz, M.D. 
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SURGERY OF THE THORAX 


TRACHEA, LUNGS, AND PLEURA 


Experimental Research with Homoplastic Tracheal 
Transplants (Ricerche sperimentali sugli innesti omo- 
plastici di trachea). CosraNTE BANDIERA. Chir. torac., 
1957, 10: 471. 


THE AUTHOR reports on his results with homoplastic 
transplants. Medium-sized dogs were sacrificed and 
tracheal segments removed and preserved in Fargan’s 
solution containing alcoholic renal and renal pelvis 
extracts. 

Histologic studies were made at 5, 10, 15, 20, 30, 
and 60 day intervals on 5 specimens. After 15 days 
the segments were noted to undergo changes and at 
30 days and beyond the changes were quite marked. 

Following the above studies 7 dogs were operated 
upon and segments of trachea were removed in the 
cervical region. Three rings were excised and then 
the segment replaced by a homotransplant preserved 
in the aforementioned manner, for a time varying 
from 5 to 12 days. Everting No. 000. black silk sutures 
were used. A stenosis developed in all cases and the 
dogs all died in from 10 to 30 days. One dog died of 
pneumonia on the tenth postoperative day. The re- 
maining dogs began to have respiratory difficulty in 
from 12 to 22 days. 

There were no failures at the suture line. At 
autopsy all dogs were found to have a retraction of 
the graft with the mucosa being replaced by exuber- 
ant cicatricial tissue. The stenosis was first due to the 
exuberant cicatricial tissue, and even after this sub- 
sided, the stenosis was not improved since by then the 
graft began to retract. 

The author concludes from his results that the prob- 
lem of grafts of the tracheobronchial tree remains 
unsolved. —Lucian 7. Fronduti, M.D. 


Bronchography: Summary of a World-Wide Survey 
Report oF Committee on Bronchoesophagology. 
CoMMITTEE ON BRONCHOESOPHAGOLOGY, AMERICAN 
Co.LLecE oF Cuest Puysicians. Dis. Chest., 1958, 33: 
251. 


THE COMMITTEE ON BRONCHOESOPHAGOLOGY of the 
American College of Chest Physicians attempted to 
determine current practices in bronchography by 
sending questionnaires to 60 specialists interested in 
this procedure, including radiologists, otolaryngolo- 
gists, bronchoesophagologists, and thoracic surgeons. 
It was found that local anesthesia was employed 
universally among adults, cocaine and pontocaine 
being the favorite agents. The technique of instilling 
the contrast medium varied but the majority preferred 
the use of a nasotracheal catheter. Of the contrast 
media, oily dionosil was used most often followed by 
aqueous dionosil and lipiodol. Most men instilled the 
contrast medium with fluoroscopic guidance. 

All agreed that the demonstration and localization 
of bronchiectasis was by far the most important indi- 
cation for bronchography. Other important indica- 
tions were indeterminate hemoptysis, bronchosteno- 
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sis, bronchial tumors, and “middle lobe syndrome.” 
The principal contraindications to bronchography 
were iodine sensitivity and recent pneumonitis. All 
participants described some complications but con- 
sidered them rare. Seventeen fatalities were reported. 
It was estimated that the combined experience of the 
collaborators represented a total of over 50,000 
bronchograms. Eight of the fatalities were associated 
with the local anesthetic used while the others varied 
widely, being most often ascribed to anoxia and 
bronchospasm. 

Bronchography in children was believed to carry 
additional risk. Most authorities preferred general 
anesthetic for the procedure. Smaller amounts of 
contrast media were used. 

—Harvey W. Baker, M.D. 


Farmer’s Lung—A Form of Pneumoconiosis Due to 
Organic Dusts. RatpH C. Frank. Am. 7. Roentg., 
1958, 79: 189. 


A DISEASE ENTITY of considerable importance to agri- 
cultural workers, and particularly to those engaged in 
dairy farming, has received but scant attention in the 
American literature. In Great Britain and Scandi- 
navia the illness has been described variously as 
‘“farmer’s lung,” ‘“‘thresher’s lung,” ‘“‘harvester’s 
lung,” “bronchomycosis feniseciorum,” a form of lung 
mycosis, and as a pneumoconiosis. Finally, “hemp 
disease,’ as reported in Norway, would appear to be 
similar to these other entities. 

The syndrome develops after exposure to dusts 
which are usually moldy and is most often associated 
with the handling of moldy hay or silage. Moldy 
grains were occasionally indicated, and even plain 
silage was not infrequently at fault. Symptoms in a 
few instances followed inhalation of the “‘steam” of 
silage, but these occurred weeks after ensiling on 
“opening” the silo, and therefore would not likely be 
caused by nitrous dioxide, the agent believed re- 
sponsible for silo filler’s disease. Shredded corn stalks 
and dust from fresh hay and grain were also respon- 
sible for some cases despite repeated denial of any 
element of associated mold. Following the first attack, 
most patients reported recurrent symptoms after ex- 
posure, not only to the original offending agent but 
to a wide variety of the dusts mentioned, which 
strongly suggests a very broad cross sensitization. 

The author collected 27 cases, some of them fol- 
lowed up for a period of 6 years. Recent follow-up 
examinations have been carried out to evaluate the 
presence of complications and permanent disability. 
As in most disease processes, gradations in severity 
occurred, but questionable variations of the syndrome 
have been excluded, as have all.cases representing 
the more commonly known manifestations of allergy. 

Although there was variation in severity, a typical 
acute episode following exposure to the causative 
agent was characterized by increasing dyspnea, 
cough which was usually nonproductive, fever and 
chills, night sweats, and weight loss. Despite recovery 








after a variable period of weeks, the patient com- 
plained frequently of permanent limitation of exer- 
tional capacity. After repeated episodes, progressive 
disability occurred with pulmonary emphysema, 
fibrosis, and right-sided heart strain. These patients 
almost invariably complained of recurrent seasonal 
“colds” or “fullness” in the chest on exposure to 
dusts, which usually were caused by handling moldy 
hay or silage. In all cases the symptoms were far 
worse in the winter than in the summer. 

Two fundamental reactions are considered to be 
involved in the disease process. There is an initial 
pulmonary response to inhalation of organic dusts 
involving a granulomatous reaction with associated 
interstitial fibrosis. Later sensitization to such dust 
is believed to occur, and there is progressive pulmo- 
nary fibrosis on repeated exposures. Some permanent 
pulmonary disability may follow the initial attack, 
and increasing severe disability is certain to take 
place on repeated exposure, once sensitization has 
occurred. The dusts involved are most often due to 
severely moldy hay, grain, or silage, and the heavy 
fungal spore content of such dusts is believed largely 
responsible for the disease, although rarely the syn- 
drome is due to vegetable dusts which are not signifi- 
cantly moldy. The pulmonary reaction to the fungal 
spores is due to their action as inhaled foreign mate- 
rial and the disease is not believed to represent a 
pulmonary infection or mycosis. 

In the majority of cases, even if only a single 
attack of the disease has occurred, a change of occu- 
pation should be recommended strongly. Preventive 
measures should be advocated widely in an effort to 
save the individual farmer from having an economi- 
cally disastrous disease. A great deal is yet unknown 
regarding the causation and mode of progression of 
‘‘farmer’s lung,” but present knowledge would seem 
to warrant regarding it as a form of pneumoconiosis 
due to organic dusts. 

—Harold L. Method, M.D. 


Complications of Broncholithiasis Requiring Surgical 
Treatment (Les accidents de la lithiase bronchique 
nécessitant un traitement chirurgical), P. RazEMON 
and M. Riser. Poumon, 1958, 14: 21. 


BRONCHOLITHS may arise from the trachea, bronchus, 
or lungs, but most often they arise from lymph nodes. 
Tuberculous infection is often present but inactive. 
Broncholiths may also arise from nontuberculous 
nodes. 

Usually, broncholiths are single and arise on the 
right side, because lymph nodes are more numerous 
on the right. Of 6 patients with broncholithiasis who 
were observed by the authors, the origin of the calcifi- 
cations was on the right side in four. Broncholiths are 
usually small. In 3 of the authors’ cases they were a 
few millimeters in diameter. Two were greater than 1 
cm. in diameter. 

Often they are asymptomatic but may be associated 
with hemorrhage, bronchial obstruction, bronchial 
hypersecretion, dilatation of the bronchus, and, rare- 
ly, erosion into the pleura. All symptoms may disap- 
pear when the calcification is expectorated. 

Although expectoration of the stone may result in 
spontaneous cure in a few cases, endoscopic removal 
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is most often necessary. It can be easily accomplished 
when the stone is in the lumen of the bronchus but is 
more difficult when it is lodged in granulation tissue 
or fixed in the bronchial wall. 

Thoracotomy is indicated for broncholithiasis when 
it is associated with severe hemorrhage or other serious 
symptoms and attempts to remove the stone endo- 
scopically have failed, or when it is located peripherally 
in a bronchus and cannot be distinguished with cer- 
tainty from carcinoma. Eight of 10 questionable cases 
proved to be bronchogenic carcinoma. 

It is often possible at thoracotomy to locate the 
broncholith and remove it by bronchotomy. The re- 
sulting defect in the bronchus is then closed by suture. 

—Frederick W. Preston, M.D. 


Carcinoma of the Lung. Lyman A. BREweER, ANGEL F, 
Bat, and Joun N. Littte. 7. Am. M. Ass., 1958, 166: 
1149. 


THE AUTHORS believe that primary carcinoma of the 
lung not only is the most common visceral carcinoma 
in males but also has passed pulmonary tuberculosis 
as the cause of death. When bronchogenic carcinoma 
is confined to the lung it is curable by pulmonary re- 
section; it follows, therefore, that the more frequent 
detection of this cancer before it has spread beyond 
the lung will make it possible to improve the surgical 
cure rate. 

In only about one-fourth of the cases reviewed by 
the authors was it possible to obtain a positive biopsy 
on bronchoscopy. Cytologic diagnosis has been help- 
ful in only a small percentage of cases and the authors 
believe, therefore, that proper evaluation, not only of 
the signs and symptoms but also of the x-ray findings, 
must remain as an important factor in the early de- 
tection of this neoplasm. 

The authors have divided their cases of broncho- 
genic carcinoma into four main categories based on 
location: (1) main bronchus, (2) lobar bronchus, (3) 
midlung, and (4) subpleura. They studied 489 pa- 
tients. Surgical exploration was not considered pos- 
sible, according to the authors’ standards, in 198. Of 
the 291 patients in whom surgical exploration was 
performed, the primary tumor was found in a main 
bronchus in 24 per cent, in a lobar bronchus in 54, 
in the midlung zone in 11 per cent, and in a sub- 
pleural location in 11 per cent. The highest rate of 
resectability was found in 31 midlung carcinomas (94 
per cent), and the lowest rate of resectability in the 
subpleural group. 


Carcinoma of the Main Bronchus. 


The early symptoms were those of bronchial irrita- 
tion and obstruction. This type of carcinoma is diffi- 
cult to detect by roentgenogram early in its develop- 
ment because of the obscuring shadows of the heart 
and great vessels. Bronchoscopy will invariably reveal 
the presence of this tumor and it can be confirmed by 
biopsy or smear of the lesion. The main symptom was 
was that of cough which was dry at first and later 
productive of sputum. Hemoptysis and wheezing 
were the most important additional symptoms and 
were present in three-fourths of the cases. These 
symptoms are urgent indications for bronchoscopy 
which makes detection of this lesion possible long be- 
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. fore a significant shadow is seen on a chest roentgeno- 


gram or constitutional symptoms are present. The 
chief cause of nonresectability was invasion of the 
hilus with involvement of the pulmonary artery and 


' vein. With intrapericardial ligation of these vessels, 
_ which was performed in more than half of the re- 


sected cases, resectability rate was increased. 


Carcinoma of the Lobar Bronchus. 


Carcinoma arose in primary or segmental orifices 
of the lobar bronchus in 53 per cent of the patients. 
The lesion was found on bronchoscopy in one-third of 
them. The common initial events in this group were 
the symptoms and signs of acute bronchopulmonary 
infection. These symptoms are frequently masked by 
the use of antibiotics. Any patient who has a respi- 
ratory infection that is severe enough to warrant anti- 
biotic therapy should have an x-ray examination, 
preferably at the beginning of the treatment. The 


_ failure to discover lobar carcinoma on bronchoscopy 


does not rule out the presence of this malignant con- 
dition, since in two-thirds of these cases the carci- 
noma arose beyond the limits of bronchoscopic visi- 
bility. 


Carcinoma of the Midlung. 


In none of the 31 patients in whom carcinoma arose 
in the midlung zone was the tumor visible by bron- 
choscopy. No symptoms were present in 8 and only a 
persistent shadow in the lung field suggested bron- 
chogenic carcinoma. The authors found that scalene 
node biopsy and sputum studies for cancer cells were 
seldom positive in the midlung cancer group except in 
the obviously advanced cases. In the symptomatic 
cases of midlung carcinoma the most prominent 
symptoms were those of mild pulmonary infection re- 
sponding to antibiotic therapy and yet showing a 
persistent pulmonary shadow on the roentgenogram. 
Calcium deposits were present in two instances and 
their presence, therefore, does not rule out bron- 
chogenic carcinoma. The authors re-affirm the con- 
viction that the so-called solitary lesion or coin lesion 
(the smaller and more circumscribed variety) is best 
treated by surgical excision. 


Subpleural Carcinoma. 


There were 33 instances of carcinoma arising in the 
lung immediately beneath the visceral pleura. In none 
was this visible by bronchoscopy. These patients pre- 
sented a different syndrome than those in the other 
three groups. Pleural pain, which persisted to a 
chronic state, was the main symptom. Later inter- 
costal pain appeared. Cough was a late symptom and 
hemoptysis occurred in only 4 of the 33 patients. 
Pleural fluid, serous at first, became characteristically 
bloody. With involvement of the apex of the pleural 
cavity the Pancoast syndrome was noted, consisting 
of pain which involved the shoulder and arms, signs 
and symptoms of brachial plexus involvement, and 
Horner’s syndrome. 

The number of cases in each category is admittedly 
too small for statistical significance, but an important 
trend is shown by the fact that the midlung group has 
aresectability rate almost twice as high as that of the 
other groups. This is important because it stresses the 
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fact that the best results are found in this group of 
patients in whom bronchoscopy is always negative 
and the diagnosis is made by exploratory thoracot- 
omy, following up a suspicious shadow on a chest 
roentgenogram. The authors stress the importance of 
the annual chest x-ray examination with due regard 
for the film which is reported as showing no patho- 
logic condition. It becomes a base line upon which 
subsequent abnormalities and roentgenograms may 
be judged. The authors stress the importance of saving 
the “negative” chest film and if storage facilities are 
not available in the institution or the doctor’s office 
the film should be given to the patient for safe-keeping. 
—Allan D. Callow, M.D. 


Pleural Biopsy as an Aid in Etiologic Diagnosis of 
Pleural Effusion: Review of the Literature and 
Report of 132 Biopsies. Rosert F. Dononor, Sor 
Katz, and Mary J. Matruews. Ann. Int. M., 1958, 
48: 344, 


THE AUTHORS review the literature on pleural biopsy 
and the advantages of employing this procedure in the 
study of pleural effusion. The results of 132 pleural 
biopsies are presented, and the surgical and aspiration 
methods are compared. 

For many years the inability of the physician to 
establish rapidly and accurately the etiology of pleu- 
risy with effusion has been recognized. With the in- 
troduction of improved methods of therapy for those 
effusions of tuberculous etiology and innovations and 
advancements in the treatment of effusions due to 
causes other than tuberculosis, the importance of 
rapidly establishing an etiology has been highlighted. 
It is only recently that direct biopsy of the diseased 
pleura performed specifically for diagnostic purposes 
has been undertaken and reported. The authors had 
previously reported results obtained by utilizing as- 
piration biopsy as a diagnostic aid in 45 cases of active 
pleural effusion. In all cases the biopsy was performed 
early in the course of the illness, an average of one 
week after admission to the hospital. The diagnosis 
had been established by other means in only one case 
prior to biopsy, and in 33 of the 45 cases so studied, 
pleural tissue was obtained. In this previous article the 
authors recommended that aspiration biopsy be per- 
formed in every case of pleural effusion in which the 
diagnosis was not readily apparent, and that it be 
carried out at the time of the first thoracentesis. 

In the present series there were 111 patients; 83 
were males and 28 females. Eighty-six were Negroes, 
24 were white, and one was an Oriental. The youngest 
patient was 13 and the oldest 83. One hundred thirty- 
two biopsies in these 111 patients were performed, 78 
of the aspiration type and 54 utilizing surgical meth- 
ods. Thirty-three of the 54 patients had only the sur- 
gical approach, whereas 21 had previously had 
aspiration biopsy. Surgical biopsy was necessitated 
either because of inadequacy of the specimen ob- 
tained by aspiration biopsy (7 cases) or, more often, 
because of the histologic finding of nonspecific pleu- 
ritis (14 cases). Twenty-seven of the 33 patients on 
whom only surgical biopsy was performed were 
studied prior to the use of aspiration biopsy. Six 
others had a contraindication to aspiration biopsy, 
specifically, no free fluid obtainable at thoracentesis. 





The indication for biopsy in every case was diagnostic, 
and in only 2 patients had an etiology been estab- 
lished by other methods. 

All cases of pleural effusion included in the aspira- 
tion biopsy group were categorized into three broad 
groups, based on an early clinical appraisal: group 1 
consisted of patients in whom tuberculosis was thought 
to be the most probable cause; group 2 consisted of 
those in whom the suspicion of a malignant condition 
was predominant, and group 3 represented an inde- 
terminate group of patients in whom no etiology was 
readily apparent. All patients were purposely ex- 
cluded if the cause of pleural fluid was readily ap- 
parent, whether it was congestive heart failure, empy- 
ema, infarction, trauma, cirrhosis, postpneumonic 
serous effusion, or spontaneous pneumothorax with 
hemothorax. 

The histologic results in the aspiration group 
showed that of 78 patients studied, pleural tissue was 
obtained in 60 (77 per cent). In the remaining 18 
patients, various types of tissue were reported, most 
commonly skeletal muscle, with or without connec- 
tive or fibrous tissue in which evidence of inflamma- 
tion was demonstrated. 

The authors believe that one surface of the specimen 
must contain evidence of mesothelial cells to be 
labeled as pleural tissue. Of the total of 29 patients 
of the group in whom aspiration biopsy yielded a tis- 
sue diagnosis of nonspecific inflammation, 14 were 
subjected to open surgical biopsy, with or without 
total exploration, and the remaining 15 either re- 
fused the procedure or had obvious contraindications. 
Complications, which occurred in only 3 cases, con- 
sisted of small localized areas of pneumothorax that 
required no special therapy. 

The first group, those in whom the clinical impres- 
sion of tuberculosis was paramount as represented 
roentgenographically by evidence of effusion, in- 
cluded 38 patients. Pleural tissue was obtained by 
aspiration biopsy in 32 and inadequate tissue in 6. 
Of the 32, evidence of granulomatous involvement, 
with or without caseation, was demonstrable in 20 
and nonspecific pleuritis was found in the remaining 
12. Of these, 9 were subjected to surgical biopsy. 
Granulomatous changes were present in 5, one had 
metastatic adenocarcinoma, and nonspecific findings 
were corroborated in the 3 others. In the remaining 3 
patients with nonspecific pleuritis, one had bacterio- 
logic proof of tuberculosis by cultures, one had other 
histologic evidence of tuberculosis, and one left the 
hospital against advice. Of the 6 patients in the group 
in whom the aspiration biopsy was unrewarding, 3 
were found to have a caseating granulomatous pleu- 
ritis at surgical biopsy. A fourth had only nonspecific 
inflammatory changes, but subsequently tubercle ba- 
cilli were demonstrated on culture of gastric washings 
on six occasions. The remaining 2 patients refused 
surgical biopsy, but subsequently tubercle bacilli were 
repeatedly cultured from the sputum. 

To summarize this group, pleura obtained at biopsy 
either by aspiration or surgically, was found to have 
granulomatous changes consistent with tuberculosis 
in 28 of 38 patients (73 per cent). It was the earliest 
proof of the etiology in all but 2 of these, and the only 
evidence in 19. 
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In group 2, the patients in whom the effusions were } 
supposed to be due to malignant growth, there were 
19 patients. In none of these was the etiology ascer- 
tained prior to biopsy. Pleural tissue was obtained in |) 
16 (84 per cent) and inadequate tissue in 3 patients, 
Of the 16, malignant involvement was found in only | 
8, nonspecific changes were seen in 7, and a normal | 
pleura was found in one. All 19 patients, however, | 
were subsequently proved to have malignant lesions 
through other methods. Of the 7 patients in whom 
nonspecific changes were found via aspiration biopsy, | 
2 were subjected to open biopsy with full exploration 
and bronchogenic carcinoma was discovered. Of the 
remaining 5, not all of whom were candidates for an 
open procedure, 2 had malignant lesions demonstrable 
at postmortem examination. 

The third group consisted of patients in whom no 
obvious cause was discernible from the history and 
clinical course and included 21 patients. Pleural tissue 
was obtained in only 12. Of the 9 patients from whom 
pleural tissue was not obtained, free fluid was present 
in only 4; 5 had either residual pleuritis or small areas 
of loculated fluid, both of which factors significantly 
lower the possibility of obtaining pleural tissue. Of 
the 12 patients from whom pleura was obtained, 
granulomatous changes were demonstrable in 2 and 
changes of nonspecific inflammation were present in 
10, one of whom had a marked eosinophilic invasion. 
Of the latter 10, only 3 had thoracotomy. The same 
nonspecific changes were demonstrable in the pleura, 
pericardium, and lung in one, and the remainder had 
nonspecific changes also, although one did have 
malignant invasion of the pericardium. Of the 9 pa- 
tients in this group from whom inadequate tissue was 
obtained, 3 were subjected to surgical biopsy and 
nonspecific pleuritis was demonstrable in all 3, with 
lung biopsy in 2 giving findings compatible with in- 
farction which was therefore assumed to represent the 
etiology of the effusion. The other patient had a 
pseudocyst of the pancreas but no obvious lung or 
pleural tissue was discernible. Six patients either had 
contraindications to surgical biopsy or refused the 
procedure. Postmortem examination was obtained in 
4 and infarction of the septic variety was demon- 
strable in 2, the third had histological changes com- 
patible with disseminated lupus, and in the fourth 
there was only a hydrothorax, secondary to severe 
rheumatic heart disease, and normal pleura. The 
remaining 2 patients are still alive and under observa- 
tion with the presumptive diagnosis of multiple septic 
infarcts in one, and in the other substantial clinical 
evidence of lupus erythematosus. 

Those patients in whom aspiration biopsy had not 
previously been performed (33 cases), and those in 
whom the histologic results obtained at aspiration 
biopsy were either inadequate or thought to be in- 
conclusive (21 cases), comprised the “‘surgical group.” 
In most instances the procedure employed was the 
small intercostal incision, but in some the removal ofa 
small section of rib, coupled with a complete explora- 
tion was performed. A significant complication, empy- |” 
ema, developed in 2 of the patients. 
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As was expected, the most frequent finding in this | 
group was a granulomatous pleuritis. Not only was 
this histological finding the first confirmatory evidence 
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obtained, but in most instances it was also the only 
evidence available. The inability to demonstrate tu- 
bercle bacilli from sections of the pleura was disap- 
pointing, although the method gave considerably 
better results than conventional methods. 

The authors discuss the need for additional diag- 
nostic techniques to establish rationally an etiology 
for many cases of pleural effusion. This need is quite 
apparent on analysis of the high percentage of such 
patients classified as indeterminate or idiopathic after 
thorough study. The dilemma is further accentuated 
when one realizes that the two disease processes which 
account for a significant percentage of pleural effu- 
sions are malignant conditions and tuberculosis and 
these, of course, are associated with the highest in- 
cidence of increased morbidity and mortality. 

Concluding that biopsy of the pleura is a useful and 
accurate procedure, the authors question whether the 
aspiration method or surgical method should be em- 
ployed. They conclude that the aspiration biopsy is 
superior to the surgical approach when one considers 
ease of performance, and attendant degree of mor- 
bidity and mortality compared with the rapidity and 
accuracy of the results obtained. Aspiration biopsy 
should be employed in any case in which a diagnostic 
thoracentesis is to be performed. Surgical biopsy, with 
or without total exploration, should be reserved for 
those individuals in whom aspiration biopsy has not 
proved to be rewarding. 

—Donald M. Clough, M.D. 


HEART AND PERICARDIUM 


Experiences with the Surgical Treatment of Mitral 
Stenosis, JoHn A. Wiiurams, Davin LitTMaNN, and 
RicHARD WarREN. WV. England J. M., 1958, 258: 623. 


THE AUTHORS report their experience with a series 
of 52 patients who were treated surgically for pre- 
sumptive mitral stenosis during the years 1951 to 
1956. The unusual features of this series included a 
predominantly male distribution (51 males and 1 fe- 
male), the frequency of hemoptysis before surgery 
(70 per cent), and the prevalence of calcific involve- 
ment of the mitral valve leaflets (83 per cent). 

The diagnosis of mitral stenosis was correct in 47 
patients. There were 6 operative deaths in the 47 
patients on whom commissurotomy was performed; 
3 were due to embolization, and 3 to cardiac failure. 
Follow-up studies indicate that 2 patients succumbed 
to recurrent rheumatic carditis and that of the re- 
maining 39 patients 35 were benefited by commis- 
surotomy. 

Improved functional status was usually, but not 
always, accompanied by reduction in pulmonary hy- 
pertension. The diagnosis of mitral stenosis was incor- 
rect in 5 cases. Three of these had “pure” mitral 
regurgitation, and 2 had nonvalvular heart disease. 
All had apical diastolic murmurs and elevated pul- 
monary-wedge pressures. Two had diastolic thrills. 
An “opening snap” was heard in both patients with 
nonvalvular heart disease. 

No patient has had recurrence of hemoptysis since 
surgery. Possible mechanisms underlying the hemop- 
tysis in these patients are discussed. 

Mention is made of a helpful electrocardiographic 
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sign, the ““T-mitrale”, indicative of early hypertrophy 
of the right ventricle. This pattern consists of an un- 
usually tall and sharp T wave following a wide P 
wave. The limitations of catheterization of the right 
side of the heart in the differential diagnosis of pul- 
monary hypertension are discussed. 

— John F. Maloney, M.D. 


Results of Mitral Commissurotomy; Clinical Status of 
200 Patients 5 to 8 Years After Operation. WILLIAM 
Lixorr and Josep F. Uriccuto. 7. Am. M. Ass., 1958, 
166: 737. 


THE AUTHORS have studied some 200 patients who 
survived 5 years or longer after mitral commissur- 
otomy. They selected patients who had disease limited 
to the mitral valve as far as could be determined. 

The following data were obtained from the series. 
One hundred per cent of the patients experienced 
dyspnea before operation and in 86 per cent this was 
relieved sufficiently to permit normal activity. One 
per cent had more severe dyspnea postoperatively 
than preoperatively. Fatigue had been noted by all 
of the patients preoperatively and 85 per cent re- 
ceived significant benefit. Thirteen per cent could 
detect no change and in 2 per cent the fatigue was 
more severe postoperatively. All the patients had 
experienced hemoptysis on at least one occasion 
before operation and 90 per cent had none postopera- 
tively while 6 per cent reported less frequent hemopty- 
sis. No change was detected by the remaining 4 per 
cent. Seventy-six patients had had at least one epi- 
sode of embolism before operation; 3.9 per cent had 
recurrence of embolism postoperatively and 1.6 per 
cent of those who had not had embolism before 
surgery experienced it afterwards. Peripheral edema 
had been noted by 130 of the 200 patients and in 50 
per cent this was completely relieved by operation 
and was significantly reduced in 31 per cent. It per- 
sisted or increased in 19 per cent of those who had it 
before operation and 14.2 per cent of those who never 
had edema before operation experienced this post- 
operatively. Eight per cent of the patients had blood 
pressures which were repeatedly above 150/90 mm. 
Hg postoperatively while all 200 had had normal 
pressure preoperatively. Ninety-two per cent of the 
patients had no change in cardiac rhythm while in 
8 per cent atrial fibrillation developed postopera- 
tively. Only 15 per cent of the patients showed re- 
duction in cardiac size postoperatively and an equal 
percentage showed an increase in cardiac size. 
Similarly 16 per cent showed improvement in the 
electrocardiogram suggestive of reduction of right 
ventricular hypertrophy and 4 per cent showed elec- 
trocardiographic changes suggesting left ventricular 
hypertrophy or other myocardial damage. 

Eight per cent of the patients suffered recurrent 
febrile attacks with cough and precardial pain and 
pleural effusion postoperatively. These patients all 
had negative blood cultures and normal antistrep- 
tolysin titers. An additional 3 per cent of the patients 
had evidence of rheumatic disease with fever and 
joint symptoms. The diagnosis of subacute bacterial 
endocarditis was confirmed in one patient postopera- 
tively. Three patients who were multiparous became 
pregnant following operation and 11 patients who 











had had previous pregnancies again became preg- 
nant and had normal deliveries. One patient had a 
spontaneous abortion at 3 months some time after 
surgery. 

These results are then discussed briefly and it is 
believed that the best explanation for the improve- 
ment is that there must be a reduction in the effective 
size of the mitral orifice to about 25 per cent of normal 
before severe symptoms develop. The present commis- 
surotomy enlarges this only a small degree; but the 
enlargement is sufficient to permit considerable 
symptomatic improvement. It is pointed out that 
this fact does not condemn operative treatment of 
mitral stenosis but simply should add emphasis to 
a search for a means of further enlarging the orifice 
with no added risk. —Robert W. Williams, M.D. 


The Hemodynamic and Clinical Characteristics of 
Rheumatic Aortic Stenosis. H. Go.tpserc, C. 
Denton, S. BenpER, and J. Uriccuio. Dis. Chest., 1958, 
332 201. 


THE AUTHORS discuss the physiological and clinical 
characteristics of aortic stenosis. Of 45 patients who 
were studied by combined heart catheterization, sur- 
gery was performed on 39. 

The recent advances in the surgical treatment of 
aortic stenosis have necessitated a more precise evalua- 
tion of the disease, especially with regard to its 
severity in any given patient. Clinical judgment of 
severity has been based on certain well-defined symp- 
toms and signs but whether this judgment is adequate 
to assess the patient as a candidate for surgery is by 
no means certain. Catheterization of the left side of the 
heart provides a method for defining the physiologic 
significance of the obstruction of the aortic valve, by 
measuring the pressure gradient across the valve during 
systole. When this information is combined with a 
flow measurement, estimated by simultaneous cath- 
eterization of the right side of the heart, the degree of 
stenosis can be defined more accurately than pre- 
viously. 

In this study 45 patients with clinically identifiable 
aortic stenosis and no other valvular lesion were se- 
lected. In 41, the lesion was believed to be rheumatic, 
although only 10 had a clear-cut history of rheumatic 
activity in the past, while in 4 it was on a congenital 
basis. Forty of the patients were men; 5 were women. 
The age varied from 14 to 62. In 39 cases transaortic 
commissurotomy was performed and the surgeon’s 
description of the valve confirmed the presence of a 
tight stenotic lesion. 

History, physical examination, electrocardiogram, 
and cardiac x-ray film and fluoroscopy studies in 
posteroanterior, oblique, and lateral views with barium 
swallow, were obtained in all cases. Simultaneous 
catheterization of the right and left sides of the heart 
was performed in all patients. Although some patients 
had a history of congestive failure, no patient was 
jsdged to be in failure at the time of the study. 

Catheterization of the right side of the heart was 
performed in the usual way. After the catheter had 
been wedged to measure the pulmonary capillary 
pressure, it was withdrawn to the pulmonary artery 
and left there while the patient was turned to the 
prone position. A needle was placed in the brachial 
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artery. A 6 inch thin-walled 18 gauge needle was then 
introduced, through the eighth or ninth right inter. 
costal space near the spine, into the left atrium. A 
polyethylene catheter was inserted through the needle 
into the atrium, advanced to the left ventricle, and 
occasionally out to the aorta. When the heart rate, 
rhythm, and blood pressure were stable, expired air 
was collected in a Tissot spirometer for 3 minutes, and 
during this period simultaneous pulmonary artery 








and brachial artery blood samples were withdrawn, | 


Then pressures were recorded from the left ventricle 
and brachial artery simultaneously, so that the 
pressure gradient across the aortic valve could be 
measured. Pressures were then recorded as the catheter 
in the left side of the heart was withdrawn from the 
ventricle to the atrium. Whenever the catheter was 
advanced as far as the aorta, it was withdrawn to the 
ventricle, so that a ‘‘pull-back” gradient could be 
measured and compared with the simultaneous left 
ventricular brachial artery gradient. 


Blood oxygen was determined by the method of | 


Van Slyke and Neil. Oxygen content of the expired 
air was measured with the Pauling Oxygen Analyzer. 
The cardiac output was calculated by the direct Fick 
method. Valve flow and area, pulmonary resistance, 
and ventricular work were calculated by modification 
of the formulas of Gorlin and Gorlin. 

The cardiac index and the aortic valve flows were 
found to be below normal for the group as a whole. 
The former average 2.81/m.? with a range of 1.2 to 
4.4, while the aortic valve flows average 166 
c.c./S.E.P., with a range of 70 to 317. In an individual 
with a normal aortic valve, the aortic and left ven- 
tricular pressures are practically identical during 
ejection. In aortic stenosis, the ventricular systolic 
pressure is consistently elevated and greater than the 
aortic (or brachial artery) systolic pressure. This 
gradient of pressure is the constant physiologic ab- 
normality in aortic stenosis, ranging between 28 and 
153 mm. Hg in this series. 

The aortic valve areas were greatly reduced, falling 
below 1.2 cm.?, and averaging 0.5 cm.? for the group. 
This average represents one sixth of the estimated 
normal aortic valve area of 3.0 cm.? 

Total left ventricular work was generally increased 
up to two to three times normal. Patients with aortic 
stenosis show an abnormal physiologic response to 
exercise. There is frequently an inadequate rise in the 
cardiac output during stress. The pressure gradient 
and flow across the valve may or may not increase. 
The stroke of work of the left ventricle hence may 
change only slightly, certainly less than in the normal 
individual performing the same exertion as judged by 
the oxygen consumption. The left ventricular diastolic 
pressure was elevated above the normal of 10 mm. Hg 
in 25 patients, being as high as 44 mm. Hg. In 12 
patients the pulmonary artery pressure was moderately 
elevated. 

Exertional dyspnea was the most frequent cardiac 
complaint, occurring in 78 per cent of the series. 
Nocturnal dyspnea occurred in 6 patients. Angina, 
classically precipitated by exertion with or without 
typical radiation, appeared in 56 per cent. Syncope 
or vertigo was a complaint in 40 per cent. Eleven 
patients gave a history of failure in the past. 
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On physical examination all had a harsh aortic 
systolic murmur. A faint diastolic murmur was heard 
in 15. The second aortic sound was normal in only 2. 
Left ventricular hypertrophy or strain was the most 
frequent finding in the electrocardiogram (33 cases). 
Left bundle branch block was seen in 3. The roent- 
genologic findings revealed a normal cardiac size in 7. 
There was a suggestion of left ventricular hypertrophy, 
in the form of rounding of the lower left cardiac 
border, but no over-all enlargement. Borderline en- 
largement was seen in 6 instances. The heart was 
moderately enlarged in 20 cases and considerably en- 
larged in only 2. Aortic calcification was observed 
roentgenographically in 29 patients, and found in an 
additional 12 at surgery. 

The three chief clinical manifestations of this disease 
are dyspnea, angina, and syncope. Dyspnea, primarily 
exertional, is the most common symptom. The question 
is raised whether this is due to left ventricle failure. If 
one considers failure the inability of the heart to meet 
the demand of the tissues, then this must be considered 
to be failure. However, it is possible for the left ven- 
tricular diastolic pressure, the atrial pressure, and the 
pulmonary venous pressure to rise, early in the course 
of the disease, simply because of the hypertrophy of 
the left ventricle. When this occurs, pulmonary con- 
gestion and exertional dyspnea may ensue, even 
though the myocardium has not truly failed, except in 
the face of the stenotic valve. At this stage surgical 
opening of the valve would probably give the most 
satisfactory results since the myocardium would still 
be in reasonably good condition. Angina in these 
patients represents a disproportion between the 
coronary blood flow and the demands of the hyper- 
trophied myocardium. Atherosclerosis probably plays 
only a small part in the production of this symptom. 
The hypertrophied muscle mass has probably out- 
grown its coronary vasculature. The work of the left 
ventricle has doubled or tripled while cardiac output 
may be normal or low; hence the coronary flow is 
likewise normal or below. Syncope has been explained 
as due to a hyperactive carotid sinus. However, the 
disappearance of this symptom after cardiac surgery 
makes this explanation unlikely. It seems more likely 
that an inadequate cerebral blood flow secondary to 
an inadequate rise in cardiac output with exercise is 
the major cause of effort syncope in aortic stenosis. 

In conclusion the authors state that once a patient 
with aortic stenosis has dyspnea, angina, or syncope, 
or some combination of these, a physiologically sig- 
nificant degree of obstruction is present and the aortic 
valve area is less than 1 cm.?, one-third of normal. 
That a critical aortic valve area exists was suggested by 
others. The authors found no correlation between the 
well presented physiologic data and the severity of the 
patient’s symptoms. —Donald M. Clough, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Colonic Replacement of Distal Esophagus and Proxi- 
mal Stomach in the Management of Bleeding 
Varices in Children. C. Everett Koop and STEPHEN 
R. Roppy. Ann. Surg., 1958, 147: 17. 


BLEEDING ESOPHAGEAL VARICES associated with portal 
vein hypertension present a major problem in man- 
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agement in the surgery of infants and children. In- 
numerable reports in the surgical literature indicate 
that venous anastomoses between a vein in the portal 
system and a systemic vein offer the best management 
of the portal hypertension. In children neither extra- 
hepatic nor intrahepatic portal vein blockade repre- 
sents a favorable set of circumstances to insure a good 
prognosis. 

Unfortunately, in children with extrahepatic portal 
block, the ultimate prognosis is poor because of the 
small caliber of vein available for anastomosis in spite 
of the fact that the liver is normal. On the other hand, 
when the block is intrahepatic and a portal vein of 
adequate size is available, the prognosis is bad because 
of the alteration in hepatic function which is due to 
extensive juvenile cirrhosis. Not many patients of pedi- 
atric age bleed from esophageal varices caused by 
intrahepatic portal block. Those with extrahepatic 
portal block usually have cavernous transformation 
of the portal vein precluding a portacaval venous 
shunt. Anastomoses between the splenic vein and the 
left renal vein have been used by the authors when- 
ever possible, but they have found in most patients 
that the splenic vein is either not available or not 
suitable for this purpose. Other shunts using the 
mesenteric vessels have not met with success in their 
hands. 

Splenorenal shunts and/or splenectomy have been 
used whenever possible. Subsequent hemorrhages 
have usually been managed conservatively until fail- 
ure was obvious and then the bleeding varices have 
been oversewn in the lower esophagus and upper 
stomach. 

The report concerns the authors’ experience with the 
use of a colon transplant to replace the resected lower 
esophagus and upper stomach in an attempt to con- 
trol bleeding from esophageal varices when the afore- 
mentioned methods have failed. Five patients have 
since been operated upon electively following hemor- 
rhage and subsequent to at least one attack on the 
cause of the bleeding. In each instance, the operation 
was carried out through a combined thoracoabdom- 
inal approach. The diaphragm was cut to within 2 to 
3 cm. of the esophageal hiatus but not carried all the 
way to the esophagus because of the varicosities in 
that area. A segment of transverse colon 10 to 12 cm. 
in length was then selected to the left of the middle 
colic artery and isolated, following which continuity 
of the colon was re-established by end-to-end anasto- 
mosis. 

When the colon was ready for transplantation, the 
diaphragmatic incision was then extended to the 
esophagus, hemostasis obtained, and the esophagus 
divided 3 to 5 cm. above the esophagocardiac junction. 
An anastomosis was then carried out between the 
esophagus and the proximal end of the transverse 
colon transplant. 

The gastrohepatic ligament was divided far enough 
to permit resection of about 5 cm. of the stomach as 
measured along the lesser curvature. The open end of 
the proximal stomach was closed in layers, leaving an 
unsutured area at the lesser curvature for anastomosis 
to the distal end of the colon transplant. A nasogastric 
tube was passed through both anastomoses of the 
stomach with holes cut in it above each suture line. 











The diaphragm was then re-approximated so that the 
esophageal hiatus was at the level of the midpoint of 
the transplant. 

The authors believe that the interposition of a piece 
of colon serves the twofold purpose of removing the 
region of the largest and most dangerous varicosities 
and of protecting the esophagus from erosion. They 
decided that a segment of transverse colon might offer 
a more satisfactory transplant than the jejunum, not 
only because they had had more experience with it 
and because of the theoretical advantage of an alka- 
line, mucus-bearing epithelium, but also because of 
the experimental work which suggested that the colon 
provided for easier deglutition because of a larger 
diameter and a lesser incidence of esophagitis. 

Because of the serious nature of the underlying 
lesion the authors caution that the procedure de- 
scribed must be considered only palliative; but it 
would seem, from their short observation and upon 
theoretical grounds, that it may be a worthwhile ad- 
dition to the management of bleeding varices in this 
type of patient. —Harold L. Method, M.D. 


MISCELLANEOUS 


Hiatus Hernia; Some Observations on 49 Cases. LUKE 
Murpny. Med. 7. Australia, 1958, 1: 1. 


A stupy of patients with hiatus hernia with symptoms 
ascribable to the condition was carried out to deter- 
mine circumstances which affect the natural course of 
the entity and methods by which it could be treated. 

The 49 patients had symptoms which were thought 
undoubtedly to be due to hiatus hernia. The diagnosis 
was radiologically proved in every case. The general 
characteristics of the group of patients conformed to 
those of the larger reported series. 

It became apparent that obesity and pregnancy 
were aggravating or precipitating events in the devel- 
opment of symptoms. An interesting pattern developed 
in which the symptoms appeared during pregnancy, 
were repeated during a subsequent pregnancy, and 
then were relieved until the development of meno- 
pausal obesity. 

In studying the factor of obesity, it was found that 
only 6 of the 49 patients were underweight and the 
majority were frankly overweight. A history of rapid 
gain in weight in the year prior to the onset of symp- 
toms was found in 21 patients. Illustrative cases are 
cited which confirm this impression and in addition 
indicate that the ulcer diets, which were tried to al- 
leviate the symptoms, actually aggravated them since 
the patients gained weight. 

Pregnancy aggravated the symptoms in 18 of the 
patients who had borne children. Similarly, large 
intra-abdominal tumors, tight corseting, and sudden 
trauma may act in a like manner by increasing intra- 
abdominal pressure. 

Emotional stress was thought to play a part in 10 
of the 31 cases satisfactorily studied. Definite exacer- 
bations were produced at times of emotional stress. 
On the other hand, diet played little part in producing 
the symptoms. A single exception was alcohol which 
did tend to produce symptoms. 

It was found that temporary relief of symptoms fol- 
lowed abdominal operations in several cases. Such 
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relief of symptoms was found even in patients with 
hysterectomy. Contrariwise, prolonged bed rest or 
confinement to bed for medical indications caused an 
exacerbation of symptoms. 

In the medical treatment of the patients, the fol- 
lowing measures were employed: weight reduction, 
antacids, antispasmodics, sedatives, hematinics, and 
advice as to posture and avoidance of abdominal 
compression. 

The success of conservative therapy is largely de- 
pendent upon weight reduction. Some results were 
obtained with losses of 7 to 10 pounds and further 
relief was obtained with continued reduction in weight. 
The other conservative measures helped to a lesser 
degree while the patient was losing weight. 

In deciding whether medical treatment should be 
continued or surgical treatment begun, it should be 
remembered that hiatus hernia is not a dangerous 
condition. Persistence of medical management in the 
face of unsatisfactory results is to be avoided. Surgery 
is also indicated in those cases in which complications 
occur, such as ulceration or stenosis of the esophagus, 
hemorrhage, or anemia. 

A decision regarding the choice of treatment should 
be influenced by the age of the patient. In the young, 
surgical repair is generally more advisable than in the 
aged. —John 7. Bergan, M.D. 


Preoperative and Postoperative Respiration Esopha- 
gogram in Pathological Changes Within the 
Thorax (Das prae- und postoperative Veratmungs- 
Oesophagogramm bei krankhaften Veraenderungen 
im Thoraxraum). H. Brickner. Ol. Chir., 1958, 83: 
169. 


A PREVIOUs sTuDy demonstrated a clinically valuable 
relationship between the operability of cancer of the 
thoracic organs and esophagography during respira- 
tion (R.E.gr.). R.E.gr. is the roentgenological repre- 
sentation of the comparative position of the esophagus 
in deepest inspiration and deepest expiration with the 
patient in lying position after he has swallowed bari- 
um. R.E.gr. was performed on more than 50 patients 
with pulmonary tuberculosis and carcinoma of the 
bronchial tree, the esophagus, and the cardia. 

The present study deals with some additional aspects 
of the problem. In pulmonary tuberculosis the pleural 
adhesions may bring about changes in the R.E.gr. 
Severe adhesions are common in bronchiectases; con- 
sequently, displacement of the esophagus toward the 
diseased side is frequently observed. Preoperative 
R.E.gr. was performed on 6 patients with pulmonary 
tuberculosis. Postoperative R.E.gr. of 4 patients who 
were pneumonectomized because of bronchial carci- 
noma brought proof of the postoperative shifting and 
later stabilization of the mediastinum. Five cases of 
pulmonary tuberculosis were studied postoperatively. 
After segmental resection and lobectomy no noticeable 
changes in the R.E.gr. were detected. 

In conclusion, the influence of the pathologically 
enlarged thyroid and heart upon R.E.gr. is discussed. 
Substernal goiter or mitral stenosis of the heart results 
in a corresponding displacement of the esophagus. A 
case of relaxation of the left diaphragm is also dem- 
onstrated. The article is illustrated by 12 diagrams. 
—Victor R. Jablokow, M.D. 
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Fic. 1 (Briickner). 


The Value of the Esophagogram in Determining the 
Operability of Intrathoracic Cancer (Erlaubt das 
Veratmungs-Oesophagogramm Rueckschluesse auf die 
Operabilitaet von Karzinomen der Thoraxorgane?). 
H. Brickner. Thoraxchirurgie, 1958, 5: 342. 


THE ESOPHAGUS, because of its loose attachment and 
its elasticity, has considerable mobility, which is re- 
flected in the changes in form and course that occur 
under different conditions. These changes can be 
studied radiologically. 

The first part of the paper deals with movements of 
the esophagus observed during respiration in normal 
individuals. The patient is given a large teaspoon of 
barium and x-ray films are made during forced in- 
spiration and expiration with the patient lying down. 

The esophagus, diaphragm, and vertebral column 
are traced on transparent paper, the esophagus in the 
inspiratory phase as a continuous line and the expira- 
tory phase as an interrupted line (Fig. 1). 

During inspiration the proximal portion of the 
esophagus lies slightly to the left of the midline in 
front of the vertebral column as far as the fourth 
and fifth thoracic vertebrae (arcus aortae); then it 
curves slightly toward the esophageal foramen at the 
level of the twelfth thoracic vertebra. 

During expiration the proximal part moves only 
slightly to the left. The diaphragm with the attached 
esophagus rises and because of its loose attachment 
the distal esophagus now runs in an arch. The more 
complete the expiration, the larger the arch. Since the 
esophageal foramen rises the upward and lateral 
movement ranges from 2 to 4 cm. 

The second part of the article deals with the prac- 
tical application of this observation. The author uti- 
lizes a respiratory esophagogram to determine if a 
cancer of the bronchus, esophagus, or cardia is in- 
operable. 

The changes observed in inoperable bronchial car- 
cinoma are mainly in the proximal and middle part 
of the esophagus and comprise changes in position, 
curvature, and decreased motility present in both re- 
spiratory phases and not due to peristalsis. Of 14 cases 
with cancer of the bronchus, 7 were operable, 7 in- 
operable. 

A normal respiratory esophagogram does not mean 
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that the patient is operable, as demonstrated in one 
case in which a normal respiratory esophagogram was 
found in the presence of extensive mediastinal lymph 
node involvement. 

It is evident that this technique has its greatest 
value in cancer of the esophagus. Two patients who 
were considered operable had normal respiratory 
esophagograms (Figs. 2 and 3). The remaining 5 
patients had a relatively immobile esophagus (Figs. 
4 and 5). 

The value of the method in cancer of the cardia 
is doubtful, since involvement of abdominal lymph 
nodes cannot be demonstrated by this technique. 

Three patients with normal respiratory esophago- 
grams were deemed inoperable because of extensive 


abdominal lymph node involvement. 
— Henry Gans, M.D. 


Thymic Tumors; An Attempt at Classification on the 
Basis of Clinical Findings and Histologic and 
Histochemical Alterations (Les tumeurs du thymus; 
étude histologique et histochimique, essai de classifi- 
cation anatomo-clinique). Cu. Sors, M. Gase, and 
J. Rouyeau. Presse méd., 1958, 66: 297. 


TWENTY-ONE THYMIC TUMORS were studied. Twenty 
were removed surgically; 2 for myasthenia gravis, 2 
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for upper mediastinal compression, and 10 during 
mediastinal exploration for a mediastinal tumor found 
on a routine chest roentgenogram. 

Histologic sections were prepared with routine stains 
and with stains specific for polysaccharides and for SH 
groups. 

Thymic tumors have one common characteristic. 
The normal architecture is completely altered; a dis- 
tinct cortex and medulla are no longer recognizable. 
Thymomas can be classified into two groups: tumors 
with epithelial potential and tumors with mesenchy- 
mal potential. 

Tumors with epithelial potential. Two subgroups are 
found according to the degree of differentiation of the 
reticular cells: reticuloepithelial tumors and hassallian 
tumors. 

Reticuloepithelial tumors. These tumors are found 
in young individuals of both sexes. To this group be- 
long all the thymomas associated with myasthenia. 
Grossly they are often of small size. Microscopically, 
they consist of a proliferation of large, clear cells with 
voluminous nuclei which are poor in chromatin. In 
some areas these cells take on a palisade appearance 
around the capillaries. In other areas the cells are sur- 
rounded by a ring of lymphocytes which gives these 
formations the appearance of miniature thymus 
glands. The presence in these cells of granulations 
which take the Hotchkiss-McManus stain is evidence 
of a marked secretory activity. 

Hassallian tumors. They are also called pseudo- 
granulomatous carcinomas of the thymus (Lowen- 
haupt). This type of tumor is only rarely associated 
with myasthenia. They are usually considered to be 
malignant. Two of the authors’ cases were of this type 
and no recurrence was observed within a year and a 
half following surgical removal. Histologically, there 
is a marked infiltration of reticular cells. Multinu- 
cleated cell systems are found. The significance of the 
latter is in dispute; they are considered by some as 
malignant cellular degeneration, by others as forma- 
tions similar to the Reed-Sternberg cells. The presence 
within these multinucleated cells of granulations tak- 
ing stains specific for SH groups is considered by the 
authors as an argument in favor of their being similar 
to Hassall’s corpuscles or originating therefrom. The 





microscopic picture should not be diagnosed as Hodg- 
kin’s disease in the absence of other visceral or lym- 
phatic involvement. 

Tumors with mesenchymal potential. These tumors re- 
produce the normal tendency towards involution of 
the thymic reticular cells. The authors divide them 
into two subgroups: hemangiofibromatous tumors and 
reticulofibromas. These tumors are benign and are by 
far the most frequent since 16 of the 21 tumors in the 
authors’ material were of this type. 

Hemangiofibromatous tumors. Grossly, they form 
large, bosselated tumors. Some of the lobules are firm, 
others are spongy and blood-filled. Microscopically 
they are made up of sheets of spindle cells separated 
by a dense mesh of collagen and reticular fibers. Other 
areas are made up of vascular lakes lined with thin 
layers of epithelial-like reticular cells. 

Reticulofibromatous tumors. They form encapsu- 
lated, lobulated masses. On the surface of the section 
firm areas alternate with areas of cystic degeneration. 
Microscopically, the sections show a homogeneous ad- 
mixture of reticular cells and of lymphocytes. The 
reticular cells are difficult to identify and do not appear 
to be functionally active. There are definite signs of 
involution, evidenced by cystic formations containing 
histiocytes and areas of fibrosis near the capsule. 

Although these various types of thymic tumors ape 
pear well defined some of the sections reveal areas that 
suggest the possibility of transformation from one type 
into another. This fact sheds some light on the rela- 
tionship between myasthenia and thymoma. Some 
thymic tumors are associated with a typical myas- 
thenia. From a study of their own series and the de- 
scriptions found in the literature, the authors believe 
that these tumors are of the reticuloepithelial variety. 
Occasionally there will be a spontaneous remission of 
myasthenia while a thymoma is developing, which 
could be explained by the transformation of a reticulo- 
epithelial type of tumor into a fibrocystic type that is 
nonfunctioning. Certain tumors that have been present 
for a long time without an associated myasthenia may 
become complicated by the onset of myasthenic symp- 
toms. This change could be explained by the growth 
of the reticuloepithelial elements of the tumor. 

—René B. Menguy, M.D. 
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GASTROINTESTINAL TRACT 


Follicular Gastritis (La gastrite follicolare). L. SMERIERI. 
Arch. ital. mal. app. diger., 1957, 23: 407. 


THE AUTHOR has made a study at the Institute of 
Anatomy and Pathology of the University of Modena, 
and reports 30 personally observed cases of follicular 
gastritis occurring in patients with hypertrophic gas- 
tritis, gastric ulcer, and cancer of the stomach. 

The findings of this study demonstrate that gastric 
»Licular”hyperplasia is not a nosologic entity, and 
ine author concludes that it should be considered an 
aspecific phenomenon which can appear in various 
conditions and in many lesions of the stomach as a 
reaction of the gastric wall to many pathologic fac- 
tors. The reaction is similar to Brill-Symmers disease. 

The author presents the following conclusions: 

1. Follicular gastritis is part of a syndrome, not 
a nosologic entity by itself. 

2. Lymphoreticular hyperplasia of the stomach is 
very frequently found in most of the lesions of the 
stomach (inflammatory, ulcerative, and neoplastic). 

3. The regional lymph nodes are always involved, 
resembling the lymphoreticular hyperplasia of the 
gastric wall. 

4. Gastric lymphoreticular hyperplasia is included 
in Brill-Symmers disease, and represents the localized 
form of such disease. —Alexander 7. Conte, M.D. 


Effect of Smoking on the Production and Mainte- 
nance of Gastric and Duodenal Ulcers, R. Dott, F. 
AveERY Jones, and F, Pycorr. Lancet, Lond., 1958, 
1: 657. 


THE BELIEF that peptic ulcers are aggravated by 
smoking has been widely held for many years, but 
medical opinion has not been unanimous and the 
published data are inconclusive. Similarly, the effect 
of smoking on the secretion and motility of the stom- 
ach has been observed to be varied in both ulcer 
patients and healthy persons, and it has been difficult 
to draw any definite conclusions except that the stom- 
ach is sensitive to one or more substances in tobacco 
smoke, and that different people may react to them 
differently. 

The present authors have studied the smoking 
habits of patients with peptic ulcer as compared with 
a control group of patients with other disease believed 
to be unrelated to smoking. They found that the per- 
centage of nonsmokers was less among the ulcer pa- 
tients than among the controls, both for gastric and 
duodenal ulcers and in both sexes. Patients with 
gastric ulcers were found to have begun to smoke 
somewhat earlier than the control group; 19.8 per 
cent began before the age of 15 as compared to 14.1 
per cent in the control series. However, fewer of the 
gastric ulcer patients (17.7 per cent) had begun to 
smoke at the age of 30 as compared to the control 
group (23.9 per cent). No important differences in 
the age at starting to smoke were found in the cases of 
gastric ulcer in women and duodenal ulcer in women 
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and men. With both duodenal and gastric ulcers it 
was found that the proportion of smokers who smoke 
only cigarettes was considerably higher in the ulcer 
group (gastric ulcers 91.4 per cent, duodenal ulcers 
85.3 per cent) as compared to the control group (79 
and 80.9 per cent, respectively). 

Since the results could be interpreted in several 
ways, the authors sought further evidence by clinical 
trial. Patients with gastric ulcers who on admission 
to the hospital were regular smokers were divided at 
random into two groups. One-half of the patients 
were advised to stop smoking; the other half were 
given no such advice. All patients were treated in 
bed for 4 weeks and all other treatments were pre- 
scribed equally in both groups. In 75 per cent of 40 
patients advised to stop smoking the ulcer healed by 
two-thirds and the average reduction in size of the 
ulcer niche was 78.1 per cent. In 58 per cent of 40 
patients not advised to stop smoking the ulcer healed 
by two-thirds and the average reduction of the size 
of the ulcer was 56.6 per cent. In patients who re- 
duced their smoking but did not stop completely, the 
average reduction in size of the ulcer was less (71.8 
per cent) as compared to the group which completely 
stopped smoking, in which it was 83.2 per cent. 

The average gain in weight and the severity of 
symptoms were not found to be significantly different 
in the group of patients advised to stop smoking and 
in the controls. The authors conclude that in some 
patients smoking interferes with the healing of peptic 
ulcer and helps to maintain its chronicity. 

— Wayne F. Cameron, M.D. 


Gastric Ulcer and Cancer. SARA M. JorpAN. Gastro- 
enterology, 1958, 34: 254. 


ROUTINE SURGICAL EXPLORATION of all patients with 
gastric ulcer, in fear that the lesion may be malig- 
nant, appears to carry a mortality and morbidity 
greater than the risk involved in determining which 
cases are of questionable benignancy by trial medical 
management. After such management, about 10 per 
cent of the few cases which fail to qualify as benign 
will prove to be malignant at surgery. 

The question as to whether a benign ulcer ever 
progresses to a malignant one is still unanswered, but 
several cases are cited in which long intervals have 
elapsed between the discovery of a gastric ulcer and 
a subsequent diagnosis of cancer. These intervals (as 
long as a few decades) suggest that, in certain in- 
stances at least, cancer may be a late development in 
a chronic gastric ulcer. 

In the trial medical management of a patient with 
a gastric ulcer of questionable benignancy, hospitali- 
zation is necessary, and strict supervision under a 
Sippy diet, with or without anticholinergic drugs, is 
instituted. Daily psychotherapeutic contact with the 
patient combats emotional factors, and smoking and 
alcoholic intake are discontinued. Progress is checked 
with x-rays at weekly intervals. The three criteria on 
which the diagnosis of benignancy is based are: 


1. Disappearance of the crater and return of the 
wall to normal flexibility. 

2. Complete relief of the symptoms. 

3. Disappearance of occult blood from the stools. 

If these criteria are attained in 3 to 6 weeks, the 
ulcer is diagnosed as benign, and the patient is dis- 
charged and followed up carefully on a continued 
strict medical management program. Failure to dem- 
onstrate these criteria does not indicate cancer, but 
leaves the diagnosis in doubt and surgery is then 
indicated. 

Recurrence of an ulcer after the initial disappear- 
ance of a crater on medical management is also an 
indication for surgery. | —Stanley W. Tuell, M.D. 


Sequelae of Total Gastrectomy and Their Treatment 
(Die Folgen der totalen Gastrektomie und ihre Be- 
handlung). O. Rarner and S. ZoLuner. Langenbecks 
Arch. u. Deut. Zschr. Chir., 1958, 286: 539. 


MorE AND MORE STRESS has been recently placed on 
total gastrectomy as compared with partial resection 
of the stomach in view of the improved 5 year survival 
rates and increased operability. It is not fair to blame 
the procedure for all of the deaths during the first 
postoperative year, as the vast majority of the patients 
dies of metastatic disease. On the other hand, serious 
problems are created by so radical an operation. 

The authors have specifically studied the “‘agastric 
anemia” in a group of 151 patients who have been 
intermittently examined for more than 7 years after 
gastrectomy. It appears that the most frequent 
type of anemia—namely iron deficiency anemia—is 
caused by preoperative depletion of iron stores, ac- 
celerated intestinal passage (enteritis), and decreased 
plasma “transferrin” rather than the absence of gastric 
mucosa or acid. Anemia is often masked, but it is 
important to recognize it early when it can still be 
treated orally, provided the jejunoileal mucosa is 
functioning well. 

The authors found that the rate of iron absorption 
in the small bowel is significantly depressed 5 to 7 
years after surgery in spite of consistently high 
““UEBV” (nonsaturated iron fixation capacity in the 
serum). This is caused by an invariably occurring 
enteritis atrophicans which can be shown histologically 
and which has been described as jejunitis even after 
partial resection of the stomach. This in turn leads 
to mild blood loss and iron deficiency, potentiating 
the blood loss of the Plummer-Vinson syndrome and 
that arising from vitamin B, complex deficiency. 
In a group of 48 patients, 27 showed a masked sidero- 
penia which responded to oral medication. The serum 
copper, incidentally, was never significantly decreased 
after total gastrectomy. 

Perniciouslike anemia was extremely rare, obvious- 
ly because vitamin B,. prophylaxis (30 gamma intra- 
muscularly every 2 weeks) has been given routinely 
for many years. Aplastic anemias were not seen. 

It is typical that the digestion is severely disturbed, 
particularly in regard to milk and sugar. The time 
factor of accelerated passage of food may contribute 
to a synchronizing of the pancreatic and gallbladder 
secretions and cutting down on the time necessary 
for the effective action of proteolytic enzymes and 
lipase in the intestines. Hypoproteinemia is an im- 
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portant factor in hypochromic anemias, but they 
seem to occur only in the most severe nutritional 
deficiencies. 

While fat and protein can be taken fairly well, 
nearly all patients had serious difficulty with carbo- 
hydrates after gastrectomy. This does not mean only 
the dumping syndrome, but also a severe hypo- 
glycemic reaction 30 to 120 minutes after a meal which 
is the result of fast sugar absorption (absence of 
hydrochloric acid delay in the stomach) with a sudden 
high insulin outpour. These reactions occurred in 
two-thirds of 74 patients so investigated, and all of 
them had an abnormal glucose tolerance curve with 
a high initial rise and a low rebound phase. 

The adequate vitamin supply of these patients is 
jeopardized by (a) exclusion of most fruits and raw 
vegetables from the diet; (b) destruction of some 
vitamins by special diet preparations in the kitchen; 
(c) accelerated intestinal passage; (d) insufficient 
phosphorylation in the presence of enteritis; (e) de- 
creased intestinal synthesis of vitamins (K, pantothen, 
folic acid, lactoflavine, B,,.) through a change in 
intestinal biology; (f) further loss by the afore- 
mentioned metabolic changes; and (g) increased 
utilization of available vitamins. Milk incompatibility 
deprives the body of much calcium and vitamin D 
at the same time, and what calcium can be obtained 
is frequently insolubly combined with abnormal fat 
breakdown products in the body. 

Reflux esophagitis, caused by alkaline jejunal con- 
tents and frequently leading to edema, inflammation, 
and ulceration, is troublesome and difficult to treat. 
The erect posture after meals seems important. Hydro- 
chloric acid and pepsin medication are pointless as 
they cannot act in the alkaline medium below the 
esophagus. Pancreatic enzymes are of value only when 
the pancreas is truly insufficient. The absence of the 
stomach makes small quantities of food intake every 
2 to 3 hours, with solids taken first, mandatory. Dairy 
products should be avoided and carbohydrates re- 
duced. Large protein and fat intake (especially bacon, 
butter, vegetable oils), prophylactic B,, and B, 
medication, generous plasma and blood transfusions 
after operation, and early oral iron medication have 
all contributed to the good recovery and low in- 
capacity rate of these patients, proving again that 
the surgical procedure itself is no more than a part 
of the treatment program. 

—W. D. Bergman, M.D. 


Cardiomyotomy for Achalasia of the Cardia. E. D. 
Acueson and G. D. Haptey. Brit. M. 7., 1958, 1: 549. 


CarpiomyoTomy for achalasia of the cardia was de- 
scribed by Heller in 1914 but 30 years elapsed before 
surgeons began to take up the procedure. By 1956 
many surgeons had recommended the Heller proce- 
dure as the operation of choice for achalasia because 
it was not followed by symptoms of reflux esophagitis. 
More recently however, articles have appeared which 
suggest that even the Heller operation may be followed 
by symptoms of gastrointestinal reflux. 

The material upon which this report is based con- 
sists of complete data on 27 patients, incomplete data 
on 6, and no information on 2. Eight patients were 
male; 27 were female. The average duration of symp- 
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toms before operation was 10 years ard 5 months. 
Nineteen of the patients received mechanical treat- 
ment before operation. Associated conditions were 
found in 14 patients who gave a history of respiratory 
infection and in 4 who had rheumatoid arthritis. 

The surgery was carried out by general surgeons and 
thoracic surgeons with the total number of operations 
being almost equally divided between the two. Almost 
equal success was met by both groups. Three of the 
operations were carried out through the abdomen, 22 
through the thorax, and the remainder through a 
combined incision. There was no operative mortality 
but 2 patients died of heart disease at 7 and 13 months 
postoperatively. Of the 33 cases traced, the operation 
was considered a failure in 7. The remainder of the 
patients were assessed subjectively, objectively, and 
by physical and roentgenographic findings. 

The patients’ assessment of the operation differed 
from that of the examining physician in many cases. 
Twenty-one of the 27 assessed felt that they had bene- 
fited from the operation. Three felt that they had been 
restored to perfect health, 13 were much improved, 
and 5 others were improved. The physicians were of 
the opinion that 1 was cured, 5 were much improved, 
and 14 were improved. 

Regarding previous symptoms, each of the patients 
was benefited to a different degree. Regurgitation of 
food was eliminated in 11, occurred occasionally in 7, 
and was troublesome in 3. Dysphagia was absent in 3, 
occasional in 8, and troublesome in 10. Eleven of the 
patients still take an abnormally long time to eat their 
meals and 10 are normal in this respect. 

Of 22 patients who were evaluated regarding symp- 
toms of esophageal reflux, 13 have heartburn and 9 do 
not. Of those with this symptom, 8 take antacids, one 
is ascribed a failure after a stricture followed reflux, 
one has had melena and a confirmed diagnosis of 
esophagitis, and one occasionally brings up “choco- 
latelike fluid” but is not anemic. 

Weight gain was evaluated in 22 patients and the 
mean change found was plus 11 pounds. Five of 6 
patients classified as much improved or cured had 
weight gains of 11 pounds or more, whereas of 10 
classified as only improved, 3 have lost weight and 4 
have made gains of less than 11 pounds. 

Pre- and postoperative radiologic changes provided 
much interesting information. The stomach gas bub- 
ble, regarded by some as a confirmatory sign of acha- 
lasia if it is absent, was present in 3 patients preopera- 
tively. After operation it was present in 17 and evidence 
suggests that these patients did better than those in 
whom it did not appear. 

An enlarged esophagus which projected to the right 
of the heart shadow was present in 10 of the 27 pa- 
tients preoperatively and it was no longer visible post- 
operatively in 6. In general, the results of comparison 
of the preoperative and postoperative x-rays revealed 
that those patients with less severe preoperative 
changes were more likely to improve after operation. 

Seven of the 31 patients available for analysis re- 
quired further surgical treatment. Two received a 
second cardiomyotomy, one returned to daily bou- 
gienage after symptoms of dysphagia and regurgita- 
tion, and another patient required cardioplasty. One 
patient had a sudden return of symptoms 6 years and 
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10 months after operation and has since required 
dilatation of a stricture. One other patient has also 
required dilatation following formation of a stricture. 

While the improvement following cardiomyotomy 
is relative, patients are loud in their praise of the op- 
eration even when symptoms have been incompletely 
relieved. It should be indicated that peptic regurgita- 
tion does occur after cardiomyotomy although to a 
lesser extent than with other procedures. 

— John F. Bergan, M.D. 


Congenital Intestinal Atresia; A Report of 17 Cases. 
Tu. EHRENPREIS and AceEx. Livapitis. Acta chir. scand., 
1958, 114: 123. 


THE AUTHORS report 17 cases of jejunoileal atresia 
treated surgically in the last 5 years. In 8 cases ob- 
struction was located in the jejunum and in 8 cases in 
the ileum. Only one case had multiple atresias in both 
the jejunum and ileum. Nine cases had associated in- 
testinal anomalies, including malrotation and small 
bowel volvulus. In 2 cases there was an intraluminal 
obstructing septum, in the 15 others segmental atresia 
was found. In many cases there was complete dis- 
continuity between the segments. The proximal seg- 
ment was usually dilated and there was frequently 
congestion and necrotic change in the bulbous end. 
Four cases had meconium peritonitis. 

Vomiting, abdominal distention, and complete or 
partial lack of normal meconium stools constitute the 
clinical features. Vomiting starts in the first few days 
of life and is generally bile-stained. Plain films of the 
abdomen show distended intestinal loops characteristic 
of intestinal obstruction. .The barium enema shows a 
characteristic microcolon. It is often impossible to dif- 
ferentiate roentgenologically between atresia and 
meconium ileus, but both conditions call for surgical 
intervention. 

The authors again emphasize the need for early 
recognition, adequate preoperative treatment, and 
prompt surgery. At operation the bowel is carefully 
checked by distention with fluid injection for the pres- 
ence of multiple atretic areas. Twelve patients were 
treated with resection and anastomosis (side-to-side 
in 9 and end-to-end in 3). There were 8 deaths and 4 
survivals. Five patients were treated with enterostomy 
with resection and subsequent closure. Three of these 
survived. The authors emphasize the need for remov- 
ing the devitalized proximal bowel in both procedures. 
Careful decompression. of the distended proximal 
bowel is further advised. The anastomosis was done 
with 2 layers of No. 00000 catgut. The authors lean 
toward exteriorization of the bowel in ileal atresias, 
but toward resection and anastomosis in jejunal 
atresias. The Mikulicz type of exteriorization was 
used with crushing of the septum in a few days and 
extraperitoneal closure in 2 to 4 weeks. 

The over-all mortality in this series was 60 per cent, 
with a better result in the cases treated by enterostomy. 
Two infants died of peritonitis within a day of the 
operation. Two patients died of peritonitis with break- 
down of the suture line. Postoperative obstruction by 
adhesions caused one death. In 3 cases septicemia was 
the cause of death. Two patients died of broncho- 
pneumonia, 2 in 6 months after surgery; both of these 
had fibrocystic disease of the pancreas. The authors 











noted that the patients in this series operated upon 
within the first 2 days of life had a higher mortality 
than those operated upon later. However, this is not an 
argument for delaying surgery. Among the 10 babies 
operated upon in the first 2 days of life, there were 3 
premature children and 6 had other coexisting mal- 
formations, while in the 7 operated on between the 
second and sixth days of life, only one was premature 
and 2 presented abnormalities of the intestinal tract. 
— Hermes C. Grillo, M.D. 


Acute Types of Regional Enteritis; Diagnosis and 
Treatment (Les formes aigiies de l’entérite régionale; 
Diagnostic et traitement). Pu. Detrie. 7. chir., Par., 
1958, 75: 156. 


REGIONAL ENTERITIS affects both sexes equally and is 
most common between the ages of 20 and 40. Among 
theories of etiology are that the disease is a disturbance 
of lymphatic channels and lymph nodes; that it is the 
result of an abnormality of the nerve cells in the my- 
enteric plexes; that it is a result of food intolerance 
particularly to milk; and that it is related to abnor- 
malities of absorption and elimination in the intestines. 

Clinically, there is a difference in the disease as seen 
in Europe where it is more often acute and in the 
United States where it is chronic and recurrent. In 
1956 and 1957 the author encountered 11 acute cases 
and only 2 chronic cases. None of the author’s acute 
cases underwent remission. 

There are 4 types of the disease as it affects the ter- 
minal ileum. They are: 

1. The pseudo-appendicular type. This is the most 
benign and the most common. Onset is characterized 
by pain in the region of McBurney’s point and is often 
mistaken for acute appendicitis. 

2. Peritoneal type. This is the most serious and the 
rarest. Onset is with intense pain and shock. Most 
often a perforation of the terminal ileum and pus in 
the peritoneal cavity is discovered at laparotomy. 

3. Obstructive type. Signs and symptoms are those 
of intestinal obstruction. The author had one such 
case. 

4. Necrotizing type. This is very rare in the United 
States but quite common in France. The author’s pa- 
tient developed a segment of necrotic terminal ileum 
40 cm. in length. It was treated by exteriorization and 
ileotransverse colostomy with cure. 

Other types of ileitis, depending upon the segment 
of the gut involved, are classified: the duodenum, 
jejunum, cecum, colon, and even the stomach. The 
gastric type resembles linitis plastica grossly, but on 
histologic study has the inflammatory appearance of 
ileitis. ‘There are varieties of the disease in which two 
or more segments of the intestine are involved in con- 
tinuity or with skip areas of normal bowel in between. 

Other variations of the disease include the infantile 
type, which is usually benign and has a good progno- 
sis; a hemorrhagic type accounting for about 5 per 
cent of the patients; and a recurrent type which is 
extremely rare in France. 

The diagnusis of regional enteritis is quite simple: 
pain in the abdomen and diarrhea; the patient is 
usually between 20 and 40 years of age, and an ap- 
pendectomy scar is present. Roentgenograms may be 
useful in the acute cases, demonstrating free air in the 
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peritoneal cavity in cases with perforation, or air-fluid 
levels in cases of obstruction. Following a barium 
meal, there is narrowing and stasis with loss of the 
mucosal pattern of the involved segments. 

A differential diagnosis must be made from acute 
appendicitis, typhoid fever, mesenteric infarction, 
simple ulceration of the small intestine, secondary 
ileitis as seen in cases of appendicitis, salpingitis, sig- 
moiditis, also intestinal tuberculosis, and Hodgkin’s 
disease. 

Treatment, whether medical or surgical, is unsatis- 
factory in the majority of cases because of a high 
recurrence rate. 

Should the appendix be removed in cases of terminal 
ileitis? The author believes it should. Available infor- 
mation indicates that a fistula may form regardless of 
whether the appendix is removed. 

Free perforation may be treated in various ways. 
In a good risk patient the segment of perforated 
bowel may be resected. In the poor risk patient it 
should be closed with suture and the peritoneal 
cavity drained or the segment exteriorized. 

Gastroenterostomy is satisfactory when the duo- 
denum is involved. 

The hemorrhagic type normally requires resection. 
For other forms, more conservative procedures such 
as short circuiting operations are more satisfactory. 

—Frederick W. Preston, M.D. 


Life Cycle of Regional Neitis. Burritt B. Cron. 
Gastroenterology, 1958, 34: 300. 


FROM HIS EXPERIENCE with 542 cases of regional 
ileitis, the author narrates the course of typical region- 
al ileitis. When he first sees his doctor, the patient 
(either male or female) is about 27 years of age. He 
may have relatives with similar problems. He has had 
mild spells of diarrhea for months or years, but has 
had normal growth and maintained his weight in the 
past. Occasionally, he has had some malaise or nerv- 
ousness, but not to significant degrees. 

He may have had a severe enough episode of right 
lower quadrant pain to have brought him to surgery 
for appendectomy, and in view of the inflamed bowel, 
the appendix is removed and the incision closed with 
hope that a fecal fistula would not develop in the 
scar. 

Later the patient presents himself with increasing 
diarrhea, a tender abdominal mass, and _ recent 
weight loss. One or more perirectal fistulas are pres- 
ent. A tender pelvic mass is palpable per rectum. 
Sigmoidoscopy is negative. Stool studies are negative. 
A barium enema may show some distortion of the 
distal ileal pattern. A barium meal shows the “string 
sign’’, indicating involvement of the distal 8 to 12 
inches of small bowel. Granulomas that might occur 
in that area are considered, but excluded mainly on 
a Clinical basis. 

There is a fair chance of control of the disease by 
medical management if there are no abdominal or 
perirectal fistulas. A liberal nonroughage diet (re- 
striction of raw fruits and vegetables) is prescribed, 
physical activity is moderately curtailed, and steroid 
therapy is started. Supplementary potassium and 
vitamins are provided. With this management, the 
process in the ileum is controlled. Early surgery is 
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avoided because of the high percentage of recurrences 
reported on long term follow-ups. 

After the passage of months or years, some patients 
develop progressive diarrhea, pain, anemia, and 
weight loss, or suffer from multiple fistulas, gross 
hemorrhage, or signs of partial obstruction. These 
are indications for surgery. 

Of 116 patients subjected to primary resection, 
57.8 per cent had good results, 32.7 per cent had 
recurrences, and 9.5 per cent died. Of 232 patients 
who underwent short circuiting procedures without 
resection, 67.7 per cent had good results, 29.0 per 
cent had recurrences, and 3.4 per cent died. Thus, 
the statistics favor ileotransverse colostomy at a point 
12 to 18 inches above the highest skip lesion in the 
ileum. 

The patient’s condition is improved following sur- 
gery, the abdominal mass diminishes, the fistulas heal, 
and the involved intestine heals. If symptoms recur 
from persistence or recurrence of the disease in the 
by-passed segment, resection is indicated. If symp- 
toms recur because of involvement of the small bowel 
proximal to the stoma, strict medical management is 
resumed. If still poorly controlled, resection or a 
higher stoma may be necessary. The patient will like- 
ly live out his normal life span, his greatest risk of 
death having been during the operative and post- 
operative periods, or from intercurrent disease. Death 
from electrolyte imbalance is possible, but unlikely. 

—Stanley W. Tuell, M.D. 


A Rational Approach to the Surgical Treatment of 
Duodenal Ileus. J. H. Louw, B. SenpER, and B. 
SHANDLING. South Afr. J. Lab. Clin. M., 1957, 3: 249. 


THE AUTHORS report their experience with 111 pa- 
tients with anomalous intestinal obstruction, of which 
31 had duodenal ileus during the past 4 years. They 
discuss the various causes of mechanical duodenal 
obstruction and duodenal stasis without an obvious 
mechanical cause. The greater part of this discussion 
centers around the postulated causes of arteriomesen- 
teric ileus. 

The authors feel that almost all cases of this syn- 
drome, even in adolescents and adults, are due to 
malrotation of the gut with either abnormal fibrous 
bands or an associated volvulus of the midgut. The 
main symptoms are vomiting, colonic dysfunction 
(constipation), and distention. Steatorrhea, when 
present, is considered the result of poor absorption 
caused by congestion of the bowel from frequent 
volvulus. 

Since conservative measures usually fail, operative 
therapy is recommended in the advent of symptoms. 
Duodenojejunostomy, still considered by many the 
surgical treatment of choice, has been disappointing 
in the authors’ experience since it fails to remove the 
obstructing agent, guard against subsequent volvulus, 
and correct steatorrhea, and it necessitates opening 
of the bowel. They, therefore, advocate mobilization 
of the colon and duodenum with division of the liga- 
ment of Treitz and release of the duodenum from 
below the mesenteric pedicle. This operative pro- 
cedure was carried out on 25 patients and the results 
were found to be excellent. 

— Roger Williams, M.D. 
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Endometriosis of the Small and Large Intestine. 
Russet, S. Bores and Pur J. Hopes. Gastroen- 
terology, 1958, 34: 367. 

THE AUTHORS present a group of 12 cases of pelvic 
endometriosis involving the small intestine and bowel. 
As pelvic endometriosis is most common between the 
ages of 25 and 40 years, and is usually associated with 
fertility, it is interesting that the average age in this 
group was 40 years, the youngest patient being 23 
years old and the cldest 52 years; also, of the 9 married 
women, 6 had children. It is probable that many un- 
married women have pelvic ‘endometriosis which is 
the cause of many functional or reflex disorders of the 
intestinal tract. The disease often escapes recognition 
and a positive diagnosis is infrequently made before 
operation. 

Pelvic endometriosis is not an uncommon disease. 
According to Hawthorne and his associates, 8 to 15 
per cent of all women have endometriosis at some 
time during their active menstrual life; of these, ap- 
proximately 25 per cent have involvement of the recto- 
sigmoid colon. TeLinde believes it is actually on the 
increase. In his experience, the incidence in private 
white patients increased from 7.5 per cent in 1933 to 
21.6 per cent in 1947. Some believe the condition is 
more common in the higher socioeconomic groups. 

A number of interesting theories are held concerning 
the development of extrauterine endometriosis. Per- 
haps the most widely accepted, although not entirely 
satisfying, is that of Sampson, who published an 
epochal paper on the subject in 1921 in which he 
postulated that the lesions outside the uterus were 
refluxes of endometrial tissue through the fallopian 
tubes during menstruation. 

Symptoms of endometriosis in its active phase as it 
affects the intestinal tract are strikingly similar to 
those of acute appendicitis, especially of the retrocecal 
variety. Lower right quadrant and pelvic pain felt 
acutely in the loin and in the back and at times radi- 
ating down to the hip, accompanied with pronounced 
tenderness, muscle guarding, moderate fever, leucocy- 
tosis, nausea, and vomiting, quite reasonably lead to 
an operation for suspected appendicitis. Symptoms 
that might cast doubt on such a diagnosis and cause 
one to suspect acute regional ileitis are persistent and 
troublesome diarrhea at intervals preceding the acute 
attack and the fact that such attacks occur before or 
during menstruation. Abdominal distention super- 
venes if an attack progresses, pain continues unabated, 
even with narcotics at times, vomiting may be in- 
cessant, and the patient may soon present a picture of 
acute intestinal obstruction. 

It has been said of endometriosis that no other dis- 
ease of comparable frequency and severity has so low 
a diagnostic index. The true diagnosis in many patients 
will be suspected if gastrointestinal symptoms or bowel 
irregularities have occurred shortly before or during 
the menstrual periods, if the patient has complained of 
dysmenorrhea, and if there are such menstrual irregu- 
larities as menorrhagia, metrorrhagia, and dyspareu- 
nia. Pelvic examination in patients with the symptoms 
described will usually reveal evidence of the disease in 

the form of nodules, an enlarged hard ovary, fixation 
of the uterus, or other well known gynecologic mani- 
festations. In many cases the disorder, with or without 








intestinal complications, will evade diagnosis until the 
patient comes to operation. Aside from the fact that 
endometriosis involves the serosa and muscular layers 
of the small and large intestine rather than the mu- 
cosa, it has a number of features in common with 
terminal ileitis. Infrequency of pregnancy in both of 
them is one feature that is especially interesting. In 
its more chronic manifestations, the picture of endo- 
metriosis may closely resemble chronic diverticulitis 
or carcinoma with obstruction in the rectosigmoid. 
When endometriosis causes small bowel obstruction 
the site is most always in the terminal ileum, prob- 
ably because the ileum dips into the pelvis and is ex- 
posed by direct contact to implantations in the uterus 
or adnexa. Cattell has reported on 104 patients with 
endometriosis seen at the Lahey Clinic, and states that 
16.3 per cent of these patients had involvement of the 
sigmoid, colon, or rectum, while 4 showed involve- 
ment of the appendix. , 

In the differential diagnosis of endometriosis of the 
sigmoid or upper rectum, diverticulitis, carcinoma, 
amebiasis, polyps, and benign tumors of the colon 
must be considered, as well as pelvic and mesenteric 
tumors and cysts. The sigmoidoscopic picture is one 
of narrowing of the lumen with congestion of the 
mucosa, such as is seen in obstructing diverticulitis. 
Biopsy is not practical in the absence of mucosal in- 
volvement. The barium enema and double contrast 
enema may be of assistance but in many cases a mis- 
taken diagnosis of malignancy will be made. The dis- 
ease in this area should always be suspected in any 
female patient who may have suffered from menstrual 
irregularities, and who presents evidence of endometri- 
osis on pelvic examination and a history of longstand- 
ing bowel symptoms which suggest obstruction, but 
who has suffered no weight loss, has had no rectal 
bleeding, and relates her symptoms to menstruation. 

The roentgen manifestations of endometriosis of the 
intestinal tract are not pathognomonic. Any lesion, 
benign or malignant, which could seed the peritoneum 
and pelvic floor could mimic endometriosis. Because 
of this, one must lean heavily upon the clinical find- 
ings. Lesions implanted upon the gut cause extrinsic 
pressure. Because these lesions are small as a rule and 
intimately connected with the gut, the type of defect 
they produce very commonly will suggest an intra- 
mural lesion rather than a mucosal lesion. In the 
small intestine there is marked disordered motor func- 
tion. However, it is not distinctive and most commonly 
lies in the lower abdomen. Occasionally these lesions 
may cause a high degree of intestinal obstruction which 
cannot be differentiated from any other cause of in- 
testinal obstruction. The changes in the sigmoid and 
rectosigmoid are also those of extrinsic pressure, al- 
most invariably the picture being one of invasion of 
the outer layers of the gut without distortion or in- 
filtration of the mucosa itself. 

The roentgenologic differential diagnosis is extreme- 
ly difficult. It encompasses all of the inflammatory 
and tumor masses that may seed or involve the lower 
abdomen and pelvic floor. These manifestations may 
or may not be associated with a classical clinical history 
of endometriosis. Case reports of 12 patients, illustrat- 
ing various problems in the diagnosis and treatment 
of this condition are presented. 
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The treatment of endometriosis consists of routine 
observation, surgical intervention, or irradiation, de- 
pending on the severity of the symptoms, the patient’s 
age, and the removability of the major lesions. In the 
absence of complications conservative treatment is de- 
sirable, particularly in women of child-bearing age 
with preservation of the ovarian and, if possible, the 
menstrual and procreative functions. In recent years 
androgen therapy has appeared to be efficacious in 
some cases. —Donald M. Clough, M.D. 


Primary Malignant Lymphogranulomatosis of the 
Ileum (A propos d’un cas de lymphogranulomatose 
maligne primitive de liléon). A. Tricaux and P, 
FAuisE. Acta chir. belg., 1957, 56: 603. 


Hopckin’s DISEASE with primary localization in the 
ileum is very rare; however, it may be confined there 
for long periods of time without any extension or 
generalization. The process may appear in the form of 
ulcerations, vegetating tumors, or infiltrating plaques 
and indurated adenopathies in the draining lymph 
glands. 

Symptomatology varies and there is no single typical 
diagnostic symptom. All possible complications may 
appear and differential diagnosis includes all ab- 
dominal conditions. The macroscopic appearance at 
laparotomy suggests cancer. Only the microscope 
furnishes histologic proof of the true Hodgkin’s nature 
of the lesion. Considered from the long period of 
spontaneous evolution in situ the prognosis of malig- 
nant lymphogranulomatosis is good. It becomes excel- 
lent in all cases in which surgical intervention precedes 
generalized spread of the lesion. 

—Sidney Smedresman, M.D. 


Ulcerative Colitis; a Pathologic Study of 152 Surgical 
Specimens. Gerorce Lumps and R. H. B. PRoTHEROE. 
Gastroenterology, 1958, 34: 381. 


A TOTAL of 152 fresh surgical specimens of ulcerative 
colitis were examined in detail at the University of 
Tennessee in Memphis. The series included 92 female 
and 60 male patients. For purposes of description the 
material was divided into three groups on the basis of 
the appearance of the colon: group 1, the most acute 
cases, including the fulminating varieties (50 cases); 
group 2, a milder form of disease with evidence of re- 
pair and ulceration in the same specimen (65 cases); 
and group 3, the quiescent form of the disease (37 
cases). 

The complications included 18 stricture formations 
and 12 dilatations of the colon as a result of muscle 
damage. The authors drew particular attention to the 
12 cases of dilatation as it is a violent and dangerous 
complication of ulcerative colitis liable to occur when 
fresh areas of colon are involved, and especially when 
this change takes place in the transverse colon. The 
symptoms produced suggest intestinal obstruction and 
this may be accentuated by the coincidental presence 
of strictures. 

There were 6 cases of adenocarcinoma in this series. 
The terminal ileum was involved by inflammatory 
disease in 49 of the 152 cases. 

The authors suggest that rectal biopsy is particu- 
larly useful in quiescent phases of the disease when 
sigmoidoscopic appearances are most difficult to inter- 
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pret. The frequency of rectal involvement in ulcerative 
colitis and the inadequacy of mucosal repair can be 
demonstrated by rectal biopsies. 

—Gilbert S. Campbell, M.D. 


Implantation Recurrence of Carcinoma of Rectum 
and Colon. L. P. Le Quesne and A. D. THomson. 
N. England 7. M., 1958, 258: 578. 


RECURRENT CANCER at the intestinal suture line fol- 
lowing operation for carcinoma of the large bowel 
that involves excision of a portion of the colon and 
an immediate anastomosis to restore intestinal con- 
tinuity is a well recognized hazard. In 1952 Cole re- 
ported 6 cases of recurrence at the suture line in a 
series of 55 patients undergoing restorative resection 
for carcinoma of the colon and proximal rectum. 
Subsequently Beal and Cornell recorded 21 similar 
cases. It is now apparent that recurrences at the suture 
line after restorative operations are not due to in- 
adequate excision of the primary tumor, but to im- 
plantation onto the cut edge of the bowel of viable 
tumor cells which have been desquamated from the 
malignant growth into the lumen of the bowel. This 
shedding of malignant cells took place not only dur- 
ing handling of the growth at operation, but also in 
the weeks and months that the tumor was present 
before diagnosis and treatment. Other workers have 
reported implantation at the dentate line in a case of 
carcinoma of the rectum with no venous, serosal, or 
lymphatic involvement. Three months previously this 
patient had undergone a hemorrhoidectomy and it 
was believed that the lower lesion was an implanta- 
tion on a hemorrhoid wound. 

In 1954 McGrew, Laws, and Cole took smears from 
the lumen of the bowel at each end of the resected 
specimen and examined them by the Papanicolaou 
technique. Forty-two per cent of smears from the 
proximal end of the bowel and 65 per cent of satis- 
factory smears from the distal end were found to show 
malignant cells. Positive results were more frequent 
the closer the site of the smear to the tumor edge, but 
several positive smears were obtained at distances of 
15 cm. and more from the tumor. Because of these 
findings the authors recommended that tapes be tied 
around the bowel immediately above and below the 
tumor at the start of the operation. When this was 
done no malignant cells could be demonstrated in the 
excised specimens distal to the ligatures. Tumor cells 
can also be implanted on the raw surfaces of the 
pelvis where bowel contents contaminate the wound 
at surgery. 

Cole advocated that in addition to tying the tapes 
around the bowel immediately above and below the 
growth at the time of operation, both the proximal 
and distal portions of the bowel should be thoroughly 
irrigated to remove mechanically any malignant cells 
free in the lumen, before the anastomosis is started. 
Morgan and Lloyd-Davies approached the problem 
from a different angle in advocating a technique de- 
signed to kill any free cells by the use of 1:500 per- 
chloride of mercury. In case of growths proximal to 
the sigmoid colon, this was achieved by a meticulous 
cleansing of the lumen of both portions of the bowel 
with swabs soaked in the perchloride of mercury solu- 
tion before the anastomosis was performed. With lower 
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growths an exclusion clamp was placed across the 
bowel at the line of distal section, a proctoscope 
passed, and the rectal stump irrigated freely with the 
solution before the bowel was divided below the clamp. 

The authors report 3 cases of implantation recur- 
rence of carcinoma of the rectum. The first of these is 
a recurrence at the suture line thought to be due to 
implantation of malignant cells during a previous 
operation. The second is thought to be an implanta- 
tion in a hemorrhoid wound following a hemorrhoi- 
dectomy which was done when a higher-lying carci- 
noma of the sigmoid had not been recognized. The 
third is a case of recurrence in the perineum following 
abdominoperineal resection thought to be due to im- 
plantation of malignant cells into the wound as a re- 
sult of accidental opening of the rectum close to the 
growth during the first operation. 

— Wayne Cameron, M.D. 


Risks Incurred in the Resection of the Colon and 
Rectum; a Review of 516 Patients. (Les risques 
opératoires de la chirurgie d’exérése du célon et du 
rectum; revue de 516 cas). R. Mosimann. Helvet. chir. 
acta, 1957, 24: 503. 


THE AUTHOR reviews in considerable detail the post- 
operative course of 516 patients who underwent re- 
section of the colon or rectum at the University Hos- 
pital in Lausanne from 1938 to 1956 inclusive. 

The type and extent of surgery depended upon the 
location and type of lesion. As the great majority of 
the patients suffered from carcinoma, lesions of the 
right colon were treated by right hemicolectomy with 
resection of 15 to 20 cm. of the terminal ileum. For 
lesions of the left colon, wide segmental resections 
were performed; and for lesions of the sigmoid, anterior 
resections were done. All these operations were under- 
taken as one-stage procedures, except in patients who 
were admitted to the hospital with complete obstruc- 
tion. These had a colostomy first. Abdominoperi- 
neal resection was performed for all malignant lesions 
of the rectum. 

This series of patients was made up of two groups, 
229 patients who were operated upon between 1939 
and 1948, and 287 who were operated upon from 
1948 to 1956. The distribution and types of lesion were 
similar in both groups and the surgical procedures 
were constant, but there were variations in the pre- 
operative and postoperative management of the two 
groups, as follows: 

1. Sterilization of the bowel with streptomycin and/ 
or sulfa drugs began only in 1949. Also, the use of 
antibiotics after surgery was much more liberal after 
1948. 

2. Blood transfusions before, during, and after sur- 
gery were much more common after 1948. 

3. The later series benefited from improved anes- 
thesia, and the concept of early ambulation. 

4. The usage of the Miller-Abbott tube was intro- 
duced into the hospital in 1948. 

While the over-all mortality in the two groups 
varied little, being close to 20 per cent in each in- 
stance, the cause of death was markedly different. 
Prior to 1948, 75 per cent of the patients who suc- 
cumbed following colon or rectal resection died of 
peritonitis, while 25 per cent of the mortality was due 
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to thromboembolitic phenomena. In the later group, 
however, exactly the opposite pertained. Peritonitis 
claimed only 20 per cent of the patients, the other 80 
per cent died as a consequence of thromboembolitic 
phenomena. 

This decrease in mortality from peritonitis and in- 
fection can easily be explained by reason of the sterili- 
zation of the bowel before surgery, and the liberal 
usage of antibiotics after surgery, The marked in- 
crease in mortality from embolitic or thrombocytic 
phenomena cannot so readily be accounted for. Could 
it possibly be due to the increased use of antibiotics 
and blood transfusion before, during, and after sur- 
gery? —Peter Beaconsfield, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Benign Stenosis of the Biliary Tract (Le stenosi 
benigne delle vie biliari), Bruno ARrpaAu and PIER 
GrusEpPpE Rosciano. Rass. ital. chir. med., 1957, 6: 
1079, 


THE AUTHORS enumerate, describe, and discuss the 
causes and pathogenesis of benign stenosis of the 
biliary tract. 

After a brief discussion of diagnosis the therapy is 
outlined. The therapy consists mainly of the following 
three types: 

1. Removal of the obstruction. 

2. Reconstruction of the continuity of the biliary 
tract. 

3. Creation of a new way for the biliary output. 
The authors describe surgical technique and various 
operative maneuvers. They also report 20 personally 
observed cases and conclude that surgery of the benign 
stenosis of the biliary tract presents diagnostic and 
therapeutic difficulty. The operative mortality is still 
high, being between 3 and 18 per cent. The high 
mortality is often related to the fact that the patients 
have liver, kidney, and heart damage due to long- 
standing icterus. 

The recent improvement in the surgical treatment 
is mainly due to the postoperative care of the patient, 
better anesthesia, and better surgical technique. 

—Alexander 7. Conte, M.D. 


Postcholecystectomy Syndrome. MauricE FELDMAN: 
Gastroenterology, 1958, 34: 239. 


RECURRENCE of symptoms following cholecystectomy 
is observed in 20 to 40 per cent of cases, the vast 
majority of these being patients without cholelithiasis 
at the time of surgery. Among the causes of post- 
cholecystectomy symptoms, spasm of the sphincter of 
Oddi—biliary dyskinesia— is considered common by 
some, but its role in causing pain is controversial. 

Dilatation of the common bile duct is often im- 
plicated. Some dilatation commonly occurs following 
cholecystectomy, but the factors that cause the in- 
creased pressure that produces the dilatation, may 
be the cause of the symptoms, rather than the dila:a- 
tion itself. 

Retention of calculi in the bile ducts is a recognized 
cause of symptoms. 

Various conditions of the cystic duct remnant have 
been suggested as causes of postcholecystectomy symp- 





toms. The incidence of significant duct remnants 
varies greatly in different reports. One should avoid 
concluding that such a remnant is a cause of a symp- 
tom simply because both are present. 

Inflammation of the cystic duct remnant is almost 
always present in patients on whom reoperation has 
been performed. The degree of involvement of the 
cystic duct in cholecystitis has not been adequately 
investigated but there seems little question but what 
such inflammation in the cystic duct remnant could 
be a cause of symptoms. ' 

This inflammatory reaction, plus stasis of bile in 
the valves of Heister of a cystic duct remnant, may 
predispose to re-formation of stones with resultant 
symptoms. 

The formation of neuromas in the nerves in the 
scarred walls of the ligated cystic duct is less com- 
monly reported as a cause of symptoms. The cystic 
duct remnant may also cause symptoms by becoming 
enlarged and dilated or by causing traction kinking 
of the common bile duct. 

Cystic duct remnant syndrome is being recognized 
more and more as a cause of postcholecystectomy 
symptoms. There are no pathognomonic symptoms, 
but pain, jaundice, nausea, vomiting, abdominal 
distention, bloating and abdominal distress may occur. 
These symptoms may warrant a cholografin study, 
which may visualize a cystic duct remnant. In many 
instances re-operation will be necessary to determine 
whether or not a pathologic condition in the cystic 
duct remnant is present and is responsible for symp- 
toms. —Stanley W. Tuell, M.D. 


Pancreatic Calcification: A Late Sequel in the Natu- 
ral History of Chronic Alcoholism and Alcoholic 
Pancreatitis. JosEpH L. Owens, JR. and Joun M. 
Howarp. Ann. Surg., 1958, 147: 326. 


In THE course of study of the natural history of acute 
pancreatitis, the authors have defined two distinct 
conditions: acute pancreatitis associated with gall- 
stones and alcoholic pancreatitis. The former is a 
disease which characteristically relapses but it seldom 
progresses to the stage of pancreatic calcification. 
Definitive surgery of the gallstones interrupts the course 
of the associated pancreatitis. Alcoholic pancreatitis 
is a complication of acute and chronic alcoholism. 
It, too, is a progressive disease with relapsing acute 
episodes but pancreatic calcification is a frequent 
sequel. Neither cholecystectomy nor choledochostomy 
affects the course of the disease. 

Thirty-two patients were diagnosed as having 
pancreatic calcification at the Grady Memorial 
Hospital in Atlanta, Georgia in the period following 
1940; all were chronic alcoholics. No predisposing 
factor other than chronic alcoholism could be identi- 
fied. In none of the patients was there a detectable 
family history of hyperlipemia or pancreatitis. In 
no instance was a parathyroid tumor, bone cyst, 
pathological fracture, or renal calculus detectable. 
Every patient was studied for evidence of gallstones 
by cholecystography, laparotomy, or autopsy. No 
gallstones were found in any patient nor were com- 
mon duct stones identified in the more limited 
operative cholangiographic or postmortem studies. 
Twenty-nine of the 32 patients had relapsing pan- 
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creatitis. There were 20 men and 12 women in the 
group. Alcoholism had begun at an early age and 
was quite profound. Some patients took as much as 
50 ounces of whiskey every day for 15 years. Pan- 
creatitis followed as a sequel after an average of 9 
years of alcoholism. Calcification was detected roent- 
genographically, on the average, 6 years after the 
onset of pain associated with pancreatitis. Diabetes 
followed the onset of pancreatitis after an average 
period of 6 years and steatorrhea in 8 years. Death 
occurred, on the average, 11 years following the onset 
of pancreatitis. 

The diabetes proved inordinately difficult to treat 
and many of the patients were treated repeatedly 
for either diabetic coma or insulin shock. Two pa- 
tients died ultimately of diabetic coma, one of hypo- 
glycemic shock. The nutritional status and steatorrhea 
characteristic of exocrine insufficiency of the pancreas 
developed in 12 patients. Ten of the 12 also had 
diabetes. Patients with uncontrolled diabetes and 
steatorrhea were admitted who had rapidly lost up to 
50 pounds or as much as 33 per cent of their total 
body weight. Four patients had pseudocysts of the 
pancreas. In each instance the patient was an alcoholic 
of long duration and had experienced abdominal pain 
suggestive of pancreatitis for 1 to 23 years. Three of 
the patients had pancreatic carcinoma with pan- 
creatic calcification. A number of nonpancreatic 
complications occurred in these patients, including 
portal cirrhosis, peptic ulcer and gastritis, and gastro- 
intestinal bleeding. The latter occurred 24 times in 
16 patients. It usually but not always was associated 
with intoxication. The source was seldom proved 
roentgenographically and only 2 patients required 
definitive operation. 

The operations performed on these patients were 
of three types: diagnostic operations or laparotomy 
under an erroneous diagnosis, operations designed 
to interrupt the course of the disease, and operations 
designed to treat the complications of the disease. 
In retrospect, the authors believe that only those 
operations designed to treat the complications of 
pancreatitis were necessary or were beneficial pro- 
cedures, since the course of pancreatitis per se has 
not been appreciably influenced by operations de- 
signed for that purpose. 
~The processes leading to death were multiple in 
each patient but the immediate cause centered around 
specific results of chronic or acute alcoholism, such 
as diabetic coma, insulin shock, steatorrhea, empyema, 
and multiple abscesses and septicemia. Of the original 
32 patients, 10 have died, 22 are living; only 2 main- 
tain a gainful occupation. On the basis of this ex- 
perience, pancreatic calcification appears to be a 
sequel of chronic alcoholism, characteristically, but 
not invariably, developing after many years of alco- 
holic pancreatitis. —Lloyd D. MacLean, M.D. 


MISCELLANEOUS 


Penetrating Wounds of the Abdomen. AsHer R. Mc- 
Comps, JAMes E. Princen, WILLIAM J. Hitts, Roy 
Situ, and Others. Am. Surgeon, 1958, 24: 123. 


THis ARTICLE is essentially a statistical analysis of 311 
cases of penetrating wounds of the abdomen seen at 
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the Robert P. Green Memorial Hospital, San Anto- 
nio, Texas in the period from July 1, 1950 to June 30, 
1956. Of the total number, 78.3 per cent were due to 
stabbing and 20.5 per cent to gunshots. The visceral 
wounds are divided into wounds of the hollow viscera 
and wounds of the solid viscera. The authors note that 
there were 17 cases of duodenal injury and in this 
group one death was recorded because a perforation 
of the second portion of the duodenum was over- 
looked. They point out that great care must be exer- 
cised when a duodenal injury is suspected. 

The authors believe that exteriorization of all 
wounds of the colon is by far the safest procedure in 
dealing with injuries in this area. Should exterioriza- 
tion be impossible, proximal colostomy with primary 
suture of the wound and adequate drainage is indi- 
cated. 

The authors stress that, in their opinion, all pene- 
trating wounds of the abdomen usually deserve thor- 
ough abdominal exploration even though a certain 
number of negative celiotomies will result. Their 
policy in penetrating wounds is ‘“‘to look and be sure 
rather than to stay out and speculate and be sorry.” 

In this series there were 95 cases, or 30.5 per cent, 
in which negative findings were found upon explora- 
tion of the penetrating wounds of the abdomen. There 
were no fatalities in the 95 cases with negative 
findings. — John H. Schneewind, M.D. 


Subdiaphragmatic Abscess. SorAvuDHI VIRABUTR and 
ALBERT BEHREND. Am. 7. Surg., 1958, 95: 455. 


THIs CLINICAL material is based on 41 cases of sub- 
diaphragmatic abscess seen in the period from 1929 to 
1955 

The subdiaphragmatic abscess may have its origin 
from a variety of causes. 

The diagnosis is made from a previous history of an 
operation and the clinical findings and the use of 
roentgenography. 

The treatment may be divided into the antibiotic 
and surgical. The surgical approach may be by the 
transpleural or extraserous routes. Aspiration has been 
done in some cases. 

The gallbladder was the source of the subdiaphrag- 
matic abscess in 26.4 per cent of the cases; the stomach 
and duodenum, the colon, and the appendix were the 
cause in lesser percentages of the cases. 

The bacillus coli was the offending organism in 41 
per cent of the cases. 

Among the more important clinical findings were a 
septic temperature above 101 degrees F., local pain 
and tenderness, polymorphonuclear cells over 75 per 
cent, a white blood cell count above 12,000, and fluid 
in the chest. 

The x-ray findings were very enlightening, basal 
pneumonitis, an air and fluid level under the dia- 
phragm, fluid in the chest, and an elevated or fixed 
diaphragm being among the more important. 

The most common complications were basal pneu- 
monitis (in 36 per cent) and pleural effusion (in 32 
per cent). 

The location of the subdiaphragmatic abscess was 
found to be on the right side in 82 per cent of the 
cases, on the left side in 6 per cent, and a combination 
of left and right in 12 per cent. 
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Sixteen cases of subdiaphragmatic abscess were un- 
recognized until the time of death, but 25 cases were 
diagnosed. Twenty-one patients were operated upon. 
Of the 21 operated on, 13 survived after operation. 
Of the 4 patients who did not undergo operation, one 
survived. 

Two case reports are presented in detail. 

—Richard 7. Bennett, M.D. 


Functioning Carcinoid Tumors. Wituiam G. Sauer, 
Wituram H. Dearinc, Eunice V. Frock, Joun M. 
Waucu, and Others. Gastroenterology, 1958, 34: 216. 


THE status of carcinoid tumors has undergone two 
changessince the original description of this pathologic 
entity, as the growing literature attests. First, al- 
though carcinoids were initially regarded as benign 
tumors, it became apparent around the turn of the 
century that they metastasize and produce masses in 
the abdomen. The primary lesion usually is small, 
may be multicentric, and often is located in the distal 
part of the ileum, but the metastatic lesion may be- 
come huge after many years of slow growth. Metastasis 
is usually to the lymph nodes, liver, and occasionally 
the ovary. It is now generally agreed that carcinoids, 
especially those arising in the small intestine, the 
colon, and the stomach, are malignant and may 
metastasize. 

The second change in status has occurred within the 
past few years. Thorson and his coworkers, in 1954, 
described the principal findings and symptoms of 
functioning carcinoid tumor as follows: (1) the 





presence of malignant carcinoid of the small intestine 
with slow development and with metastasis to the liver 
and other intra-abdominal organs; dependent edema, 
frequent watery stools, borborygmi, and abdominal 
pain were common symptoms: (2) generalized widen- 
ing of the small vessels of the skin with telangiectasis 
in some and pellagralike cutaneous lesions in others; 
(3) plethoric coloration, and total or partial cyanosis 
in the absence of polycythemia; there was a peculiar 
patchy flushing of the skin in some cases associated 
with pilomotor symptoms; (4) pulmonary stenosis of 
the valvular type and tricuspid regurgitation; and (5) 
attacks of “‘bronchial asthma” of a rather unusual 
type. It was noted that criteria 4 and 5 might be 
initiated by the carcinoid tumor. The view was ex- 
pressed that metastasis to the liver is an important 
factor in the genesis of this syndrome, and that the 
common denominator in the production of its signs 
and symptoms is 5-hydroxytryptamine (5HT). 

In order to make a diagnosis of functioning carcinoid 
tumor, not all the clinical signs and symptoms need be 
present at the same time. Urinalysis should yield 
abnormal amounts of 5-hydroxyindole-3-acetic acid 
(5HIAA), but on rare occasions only normal amounts 
may be present in isolated specimens. Symptoms and 
signs of functioning carcinoid tumor signify, for prac- 
tical purposes, the existence of sizable hepatic mesen- 
teric or retroperitoneal metastatic lesions. Chlor- 
promazine was not effective in reducing the urinary 
levels of 5HIAA or in relieving symptoms associated 
with functioning carcinoid tumors. 
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GYNECOLOGY 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Usual Methods of Determining Tubal Patency 
(Ueber die gebraeuchlichen Durchgaengigkeitsprue- 
fungen der Eileiter). R. FrkentscHer. Klin. Med., 
Wien., 1957, 12: 497. 


ALTHOUGH PATENCY in itself is not the only requisite 
of the uterine tubes for fertility, it is an important 
factor that must be evaluated. It is frequently deter- 
mined clinically in one of two ways: tubal insufflation 
and uterosalpingography. 

Tubal insufflation should be carried out with little 
discomfort. Carbon dioxide is preferable. The pres- 
sure attained should be minimal so that embolism is 
avoided. The author prefers to inject the gas slowly, 
taking several minutes, in order that the tubal mus- 
culature may not be thrown into spasm. In this way 
the uterine and tubal contractions can be observed 
on the graph. 

Water soluble contrast media are preferable for 
uterosalpingography. It is true that oil soluble media 
have the advantages of greater contrast and of longer 
staying power in the pelvic cavity for roentgeno- 
graphic study. However, foreign body reactions may 
occur. 

Tubal insufflation is, in the main, a simpler and 
less dangerous procedure to perform than is utero- 
salpingography. It can be repeated frequently and 
there is less chance of producing embolism. Infections 
can occur following either procedure, but these can 
be eliminated if (1) the patient is in good general 
condition with normal temperature and sedimentation 
rate, (2) there is no evidence of recent or subacute 
genital inflammation, (3) the smear of the cervical 
canal shows no pathogenic flora, and (4) patients who 
have had uterosalpingographies are not allowed to 
get out of bed for 24 hours following the performance 
of the test. 

The exact indications for the two tests vary with 
different workers. It is probable that tubal patency is 
determined equally well by either procedure. How- 
ever, the exact site of obstruction is detected by utero- 
salpingography. The latter technique also affords in- 
formation about the uterine cavity. As a follow-up of 
tubal and other infertility operations, tubal insuffla- 
tion is preferable. 

There are other less commonly used methods of 
determining tubal patency: injection from below of 
aqueous solutions containing antibiotics; injection of 
a dye substance, e. g., methylene blue, and looking 
for its presence in the peritoneal cavity by cul-de-sac 
puncture; the Speck test which consists of the injection 
of an aqueous solution of phenolsulfonphthalein into 
the uterine cavity with appearance of the dye in the 
urine if it reaches the peritoneal cavity; ascultation 
during tubal insufflation; and the implantation of 
dyes or even radioactive material into the pelvic cavity 
and looking for the appearance of these substances at 
the external cervical os. 

— Warren R. Lang, M.D. 
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EXTERNAL GENITALIA 


Radical Surgical Treatment of Carcinoma of the 
Vulva (Primi risultati del trattamento operatorio radi- 
cale del carcinoma della vulva). Luict CARENzA. Clin. 
ostet. gin., 1957, 59: 309. 


THE DISCOURAGING RESULTs of radiotherapy for car- 
cinoma of the vulva appear to justify modern surgical 
treatment. The danger of radionecrosis interferes 
with the administration of optimal doses and secondary 
infection increases the resistance of the neoplastic 
elements; it is necessary to irradiate the inguino- 
femoral and iliac glands, and leucoplakia, which is 
radio resistant, is frequent. Simple vulvectomy with 
roentgenotherapy applied to the inguinofemoral re- 
gion has likewise proved disastrous. Ultraradical 
operations have a high immediate or postoperative 
mortality rate. 

Cattaneo has devised a surgical technique based 
on the anatomic principles of Gosset for inguinal 
adenectomy and those of Fruchaud for inguino- 
femoral adenectomy. The celluloadenectomy is begun 
at the apex of the Scarpa triangle on one side, with ex- 
tirpation of the saphenous from its apex to its entrance 
into the femoral vein, including all adherent cellulo- 
ganglionic tissue. A similar procedure is applied on 
the internal surface of the femoral vein along its 
entire length always avoiding the triangle of Scarpa. 
The Gimbernat ligament is then incised down to the 
pubic spine, raising the crural arch together with 
the lower portion. of the large oblique muscle and 
the contents of the inguinal.canal. Thus the extra- 
peritoneal fatty tissue is exposed along the internal 
margin of the external iliac vein and is excised en 
bloc together with the previously prepared tissue. 
One proceeds in a similar manner on the contralateral 
side. An extended vulvectomy is then performed 
including the skin and fatty tissue of the suprapubic 
region, with a superior convex incision that includes 
most of the fatty tissue of the mons veneris, which is 
frequently the site of recurrence. The skin is sutured 
and a bilateral Penrose drain, the gauze treated with 
penicillin and streptomycin, is inserted. The stitches 
are removed gradually after 10 to 12 days. Healing 
occurs by second intention. 

This operation may be performed in one or two 
stages. The single stage operation is preferable since 
it permits simultaneous removal of the vulva and 
the lymphatics. In poor risk patients, however, a 
two or three-stage operation is preferable. In the 
latter vulvectomy should be performed first, if pos- 
sible, but individualization is imperative in planning 
the procedure. 

This radical operation was performed in 15 of 29 
cases of carcinoma of the vulva after 1952, thus in 
51.72 per cent of the series. There were 11 one-stage 
operations and 4 two-stage operations, vulvectomy 
being performed first in all. Contraindications to the 
radical operation included ulcerated inguinal glands, 
a diffuse or infiltrating type of tumor, generalized 





metastases or extension of the process beyond the 
lower third of the vagina, and cachexia. There were 
no deaths in this series but the operative mortality 
has been estimated at about 7 per cent for this tech- 
nique. The most frequent causes of death have been 
listed as local and general septic infection, lesions 
of the greater venous trunk, pulmonary embolism,’ 
pneumonia, or bronchopneumonia. Advanced stages 
of the disease and cachectic condition play the primary 
role. The absence of mortality in the present series 
was attributed to the type of operation that was per- 
formed. 

Complications included opening of the operative 
wound due to necrosis of the margins in 9 cases 
(60 per cent). Healing is then postponed several 
weeks, leaving a fibrous scar that may lead to edema 
in the lower leg caused by compression of the venous 
trunk. Other possible complications include venous 
thrombosis which may involve the pelvic veins, veins of 
the lower limbs, or even the inferior vena cava. Edema 
due to venous thrombosis of the lower limbs was 
observed in 3 cases in the present series. Generous 
administration of antibiotics and proper prophylactic 
measures to prevent thromboembolism greatly reduce 
this danger. Erysipelas may develop 2 to 3 months 
after the operation in the legs, inguinal region, hypo- 
gastrium, or perineum. The possible sequel of stenosis 
of the vagina has little significance considering the 
advanced age of most of the patients. No incidence 
of recurrence of the malignant condition was noted in 
the present series during the 2 years of observation. 
Cure in 66 per cent of the cases presents a record 
exceeded by other advocates of radical surgery for 
carcinoma of the vulva only by Kehrer (71.4 per 
cent). A comparison of statistics is difficult because of 
individually differing cases and errors in classification. 
The results in this series of cases would appear to 
justify further application of the method. 

— Edith Schanche Moore 


MISCELLANEOUS 


Methylestrenolone, a New Progestogenic Substance 
More Effective than Progesterone (Il metilestreno- 
lone, nuova sostanza progestogena pil attiva del pro- 
gesterone). F. E. MANSANI. Minerva gin., Tor., 1957, 
9: 935. 


FerIn and other workers have searched for an orally 
active steroid preparation with antiestrogenic and 
anabolizing action minus virilizing effects. In 1956, 
Fanard and Guillain compared the effects of methyles- 
trenolone and progesterone administered parenterally 
and noted in 2 cases of amenorrhea that 25 mgm. of 
progesterone were required to produce withdrawal 
bleeding, whereas only 2 to 4 mgm. of methylestreno- 
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lone were required for the same effect. Intramuscular 
administration of methylestrenolone has a more po- 
tent effect than that of progesterone. The author con- 
ducted a series of experiments and clinical tests to de- 
termine the progestogenic activity of 17-methyl-19- 
nor-testosterone (methylestrenolone), and also found 
methylestrenolone to have a greater progestogenic ac- 
tion than that of progesterone. 

Clinically he treated 6 patients, whose cases are re- 
ported in detail, which likewise bear witness to the 
marked progestogenic action of methylestrenolone. 
These cases included one case of hyperestrinic cata- 
menial epilepsy, one of primary amenorrhea in a pa- 
tient with primary ovarian dysgenesia (hypo-ovarian 
form of the Turner-Albright syndrome), one ofamenor- 
rhea secondary to total hypo-ovarianism, one of hyper- 
polymenorrhea with relative hyperestrinism, one of 
menometrorrhagia and dysmenorrhea with absolute 
and relative hyperestrinism, and one of threatened in- 
terruption of pregnancy in the fourth month with hy- 
poprogesteronism. 

Re-establishment of a normal or nearly normal 
menstrual cycle and almost complete relief of pain 
followed the treatment in one case of primary amenor- 
rhea with dystrophic nanism (atypical Turner- 
Albright syndrome) and in one case of amenorrhea 
secondary to total hypo-ovarianism. Arrest of metror- 
rhagia and return to the normal cycle was achieved in 
one case of hyperpolymenorrhea due to relative hy- 
perestrinism and in one case of menometrorrhagia 
and dysmenorrhea due to absolute and relative hy- 
perestrinism in a young woman. In one case of threat- 
ening abortion due to severe hypoluteinism with a 
high acidophilic and pyknotic index and much loss 
of blood, methylestrenolone combined with sedative 
therapy led to the arrest of blood loss and normal 
progress of the pregnancy. In all these cases methyles- 
trenolone was administered orally. 

Thus menstrual cycles were reproduced in amenor- 
rheal patients with doses of 1 mgm. of methylestreno- 
lone as compared with the 10 mgm. required of pro- 
gesterone. In the fourth month of pregnancy good re- 
sults were obtained with doses of 5 mgm. of methyles- 
trenolone as compared with the necessary 40 to 50 
mgm. doses of corpus luteum extract. Furthermore 
methylestrenolone can be administered orally, a 
definite advantage in cases that require prolonged 
treatment. Other synthetic preparations with proges- 
togenic action have a greatly inferior biologic activity. 
Further studies are planned to establish the metabolic 
transformations involved and to ascertain whether 
methylestrenolone acts directly on the ovaries favor- 
ing luteinization of the follicle or directly on the en- 
dometrium determining premenstrual decidualiza- 
tion. —Edith Schanche Moore 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


The Etiology, Incidence, and Heredity of Pre- 
Eclamptic Toxemia of Pregnancy, Rosert PLatt, 
AupREY E, Stewart, and E. W. Emery. Lancet, 
Lond., 1958, 1: 552. 


THE AUTHORS made an investigation to test the hypoth- 
esis that antigenic incompatibility between mother 
and fetus is the cause of pregnancy toxemia. This 
hypothesis would explain many of the peculiar fea- 
tures of this condition. Such a theory is attractive for 
the following reasons: 

1. It would explain why pregnancy toxemia never 
takes place until the later months of pregnancy. 

2. It would explain the rapid recovery of the great 
majority of patients soon after the pregnancy is termi- 
nated, whether naturally or artificially. 

3. It would explain the fact that a woman may have 
toxemia in some pregnancies but not in others, and 
that a woman who has had pre-eclamptic toxemia is 
more liable than the general population to have it in 
a subsequent pregnancy. 

4. It would explain the increased incidence of pre- 
eclamptic toxemia in twin pregnancies. For if the 
twins are identical a double dose of antibody may be 
produced, while if they are dissimilar there is twice 
the normal chance that one may be homozygous. 

5. It would explain why the fetus does not have 
either albuminuria or kidney disease. 

If a single antigenic factor were at work, evidence 
in favor of the hypothesis could be obtained by in- 
vestigating the incidence of toxemia in the relatives of 
toxemic women. 

The results of the investigation strongly suggest that 
if incompatibility exists it is not due to a single factor, 
and does not rule out the possibility that a number 
of factors may be at work. 

The authors studied the general incidence of tox- 
emia in 573 women medical graduates, wives of medi- 
cal graduates, and in their relatives. 

—Charles Baron, M.D. 


Surgical Closure of the Incompetent Cervix During 
Pregnancy. Rosert H. BarTeErR, JAMEs A. DusBABEK, 
Humsert L. Riva, and Joun Parks. Am. 7. Obst., 
1958, 75: 511. 


THE AUTHORS point out that late abortion or pre- 
mature labor occurring after the sixteenth week of 
gestation, as the result of cervical incompetence, has 
emerged in recent years as a clinical entity, and this 
condition was identified by Shirodkar in India and 
Lash in the United States about the same time. Both 
of these authors have suggested a surgical procedure 
for the correction of the defective cervix. 

These authors point out that, by comparison with 
the number of patients who have first trimester abor- 
tions or with the number of patients who experience 
premature labor, the number of patients who have in- 
competent cervices is indeed small, but there is a 
possibility of improving the latter. 
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It is pointed out that a careful evaluation of the 
history of a patient who has repeated middle trimester 
pregnancy losses is the best indicator of incompetency 
of the cervix. Sudden loss of amniotic fluid between 
the sixteenth and twenty-eighth weeks of pregnancy, 
not preceded by painful contractions, is the most 
striking feature in the history of such pregnancies. 
These patients usually will have had trauma to the 
cervix in the form of a dilatation and curettage after 
an abortion, as a result of deep cervical laceration 
from a previous delivery, or as a sequela to a surgical 
revision or amputation of the cervix done at the time 
of a previous gynecological operation. They suggest 
that patients in this category be examined weekly at 
intervals during the gestation period. If incompetency 
of the cervix is present and the cervix becomes ef- 
faced and dilated between the fourteenth and twenty- 
eighth weeks of gestation, then active methods for cor- 
rection are instituted. They point out that the uterus 
is not irritable and the cervical dilatation appears to 
be a basically passive process. 

The authors point out that during the period of this 
study there were approximately 35,000 patients de- 
livered in the collective group studied and only 19 pa- 
tients had been operated upon, which demonstrates 
the relative infrequency with which this problem oc- 
curs. The time of surgical correction in these cases 
varied from the tenth to the twenty-seventh week of 
gestation. The pregnancy was maintained for an aver- 
age of 14.4 weeks after the procedure in the patients 
in whom the results were successful; however, the 
pregnancies were maintained for an average of 26.4 
weeks postoperatively. In the entire series the average 
duration of pregnancy was 32 weeks. In the 14 suc- 
cessful procedures pregnancy continued up until an 
average of 36.5 weeks. Of the 14 successfully treated 
patients, 10 were delivered by cesarean section and 4 
were delivered vaginally. None of the fetuses in the un- 
successful group weighed more than 1,000 grams. The 
weight of the 14 surviving infants ranged from 1,361 to 
3,629 grams. 

Adjunct therapy in the form of Hesper C, pro- 
gesterone, and thyroid was administered in varying 
doses to this group of patients. In the future a con- 
trolled group of patients can be treated without any 
adjunct therapy, but in this initial group the authors 
seemed to feel it was not fair to withhold any medi- 
cation which might be of help in obtaining live 
infants. 

Postoperative complications in the form of bleeding 
were noted in 3 patients of the successful group. In 
only one case were 1,000 c.c. of blood required to be 
given postoperatively, but the bleeding was controlled 
by vaginal packing. 

The authors describe in great detail and some 
length, with good illustrations, the technique for su- 
turing the incompetent cervix. The description of the 
technique is excellent, clear cut, and precise. 

In the concluding paragraph of the discussion 
under “technique” they state that it is thought that 


by using cesarean section at the thirty-eighth week of 
gestation the procedure will allow the patient to have 
more than one gestation from a single cervical opera- 
tion, and by this comment they seem to advise that 
technique. 

Under “‘comment” in this article there is a great 
deal of discussion about the type of tissue used for the 
pursestring suture. Apparently there is a great deal of 
dissension among the authors as to whether the 
homologous fascia is truly superior to the preserved 
fascia. There is some comment to the effect that a new 
substance of synthetic dacron may prove to be supe- 
rior to either of these materials. 


—Robert 7. McNeil, M.D. 
LABOR AND ITS COMPLICATIONS 


Cesarean Section at the Winnipeg General Hospital 
Maternity Pavilion, 1951-1956. C. R. Braprorp. 
Canad. M. Ass. F., 1958, 78: 392. 


THE AUTHOR points out that during the last 15 years 
there has been a gradual increase in the relative num- 
ber of cesarean sections performed in most obstetrical 
hospitals. With the increased safety there has been a 
broadening of the indications for cesarean sections 
and consequently it is used more frequently as the 
solution for difficult problems. This small series was 
undertaken to determine whether or not the increased 
incidence of the procedure is within reasonable limits. 

There is a notable difference in the relative number 
of cesarean sections performed on the public ward pa- 
tients from those done on private patients, as indicated 
in a table, but this is not explained. The maternal 
death rate for 18,903 vaginal deliveries was 3.7 per 
cent. There were no maternal deaths from cesarean 
section. 

The outline of the indications for cesarean section 
is consistent with those in all hospitals and includes 
a gamut of reasons based on psychological factors: 
(1) patient requests one “‘extra valuable baby,” and 
(2) placenta previa (74) or fetal pelvic disproportion 
(35), as examples. 

Tables are given to show the frequency of indica- 
tions for primary and secondary cesarean sections. 

The author and his coworkers are critical of the 
large number of classical cesarean sections, which run 
as high as 18 per cent, and admit that previous cesar- 
ean section is by far the most common indication for 
the operation. 

An interesting point is brought out in the article 
concerning sterilization following repeat cesarean sec- 
tions. It has been proved by this article that cesarean 
section is a relatively safe procedure inasmuch as there 
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were no maternal deaths, but it is pointed out that re- 
peat cesarean section is frequently used as an indica- 
tion for sterilization because of the danger of the pro- 
cedure. There is certainly a discrepancy in this position. 

As pointed out, the problem of placenta previa has 
in many ways been simplified by the increase of 
cesarean section for this condition and an uncorrected 
fetal mortality of 10 per cent compares well with that 
of other treatments for this condition. 

It is pointed out that prematurity was the biggest 
problem in neonatal death from cesarean section and 
that 3.3 per cent of all infants delivered by elective 
cesarean section were premature. This emphasizes the 
importance of estimating correctly the size of the fetus 
and the date of confinement. 

An interesting question is brought up as to whether 
the fetal salvage would not be materially increased if 
the patients were allowed to go into active labor prior 
to the elective repeat cesarean section so that the date 
of term would be re-affirmed. 

—Robert J. McNeil, M.D. 


MISCELLANEOUS 


Infertility: Its Incidence and Hope of Cure. Huserr 
CAMPBELL. Brit. M. 7., 1958, 1: 429. 


THE AUTHOR has reviewed the results of a 1951 census 
of infertility taken in Great Britain and Scotland. One 
per cent of the cases of infertility published in the 1952 
census was the basis of this report. In essence, the re- 
port is a statistical study in which itis pointed out 
that 12 per cent of the marriages surviving about 15 
years were infertile. In essence it is also pointed out 
that if a woman has failed to give birth to a live-born 
child after 15 years of marriage it is apparent that 
even if she does reach the age of menopause she is very 
unlikely to have a child. 

In adiscussion the psychosociological level of the im- 
portance of child-bearing in marriage is brought out. 

From a statistical standpoint, women who marry 
under the age of 20 are distinctly more fertile than the 
remainder, and, by contrast, those who marry over 
the age of 35 are markedly infertile. However, be- 
tween the ages of 20 and 34 there is very little differ- 
ence in the group. 

Further compilations are compared with those in 
other studies and certain statistics are consistent with 
those of the author. Within the limits of this article 
there are no profound findings on the treatment and 
pathology of infertility. This is for the most part a 
statistical study and the author draws conclusions 
from the figures analyzed. 

—Robert 7. McNeil, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Pitfalls in the Diagnosis of Pheochromocytoma. 
GeorcE B. Hutcuison, James A. Evans, and DoNALD 
C. Davinson. Ann. Int. M., 1958, 48: 300. 


IT Is WIDELY RECOGNIZED at the present time that the 
diagnosis of pheochromocytoma must be considered 
in the evaluation of every patient with hypertension. 
The clinical course of patients who have tumors that 
secrete epinephrine is subject to great variation and 
may simulate in every respect the course of patients 
with essential hypertension. 

The authors have found only 13 verified pheo- 
chromocytomas, either by surgical exploration or 
autopsy, in the last 10 years at the Lahey Clinic. 
Poppen explored the adrenal glands in 1,200 splanch- 
nicectomies for hypertension and did not find a 
pheochromocytoma, while Smithwick found this 
tumor in 0.5 per cent of hypertensive patients whose 
adrenal glands were explored at splanchnicectomy. 

This study was concerned with two groups of pa- 
tients. The first group consisted of 13 patients with 
pheochromocytoma; the second of 75 consecutive 
patients with hypertension, who were screened for 
pheochromocytoma as a part of the evaluation of 
their hypertension. 

The patients had classical attacks consisting of 
palpitation, sweating, flushing or blanching, vertigo, 
headache, dyspnea, chest pain, or tremor. Three 
other patients had no typical signs and pheochromo- 
cytoma was not suspected until the diagnosis was es- 
tablished at operation or autopsy. One patient died 
during lumbar sympathectomy for arteriosclerosis 
obliterans associated with diabetes mellitus. The sec- 
ond patient with unsuspected pheochromocytoma had 
a diagnosis of Cushing’s disease. ‘The surgically re- 
moved adrenal gland showed pheochromocytoma and 
adrenal cortical hyperplasia. The third patient had 
no symptoms except for an abdominal swelling, a 
huge cystic tumor that filled the entire abdomen. 
The diagnosis of pheochromocytoma was made be- 
fore surgery by the routine screening of 10 of 11 pa- 
tients who had hypertension. One of the remaining 2 
patients who did not have an elevated blood pressure 
did have classic attacks that led to the diagnosis. 

Eight of the patients had diabetes when first seen, 
while 4 of the group had hypertension, but were not 
diabetic. Two had paroxysmal hypertension and 7 
had sustained hypertension. A common feature along 
with paroxysmal attacks, constant hypertension, and 
diabetes was a hypermetabolic state, a condition that 
could easily have been confused with hypertoxicosis. 

A number of pharmacologic diagnostic tests were 
used during the year of this study, including provoca- 
tive tests with mecholyl, histamine, or etamon as well 
as adrenergic blocking tests using regitine and diben- 
amine. 

At the Lahey Clinic when hypertensive patients 
are screened for suspected pheochromocytoma, one 
provocative test using mecholyl subcutaneously and 








one blocking test with regitine administered intra- 
venously has been performed. The histamine test was 
less frequently used because it provoked too many 
false positive reactions. 

In a review of 75 consecutive regitine tests there 
were no false positive tests, using as a criterion for 
positive indication of pheochromocytoma a fall of 35 
mm. or more in the systolic pressure and a fall of 25 
mm. or more in the diastolic pressure after a dose of 5 
mgm. of regitine intravenously administered. The 
effect should appear in 2 minutes and need not persist 
for more than 2.5 minutes. It should also be noted that 
no false negative tests were found in this series. 

In the course of this study it was considered that 
Rauwolfia products might interfere with the relia- 
bility of the regitine test. Many patients referred for 
this study had been taking one of these drugs. It was 
finally determined that for the regitine test to be of 
significant diagnostic value the Rauwolfia products 
should be withheld for a period of at least a month. 
Phenobarbital has also been noted to have the same 
effect as Rauwolfia. 

Many clinical syndromes with paroxysmal or sus- 
tained hypertension simulate pheochromocytoma, the 
most common being anxiety or hysteria states, often 
with hyperventilation. Vascular headaches, cere- 
brovascular accidents, epilepsy, chronic nervous fa- 
tigue, menopausal tension, angioneurotic edema, 
urticaria, coronary artery disease, agitated depres- 
sion, and alcoholism are also included. 

In the 13 patients with proved pheochromocytoma, 
the following conditions were either incidentally 
present or erroneously diagnosed before the correct 
diagnosis was established: anxiety attacks, epilepsy, 
cardiovascular accidents, thyrotoxicosis, cyclothymic 
psychosis, and hypoglycemic attacks. Of the 13 pa- 
tients with proved pheochromocytoma, 4 had regitine 
tests. A group of 75 consecutive patients with hyper- 
tension but without pheochromocytoma, all of whom 
had regitine studies, were also reviewed. This study 
suggested that pharmacologic tests should always be 
included in the examination of hypermetabolic or 
diabetic patients with hypertension. 

It was also determined from this study that many 
mecholyl tests may be falsely negative and many 
histamine tests falsely positive. In this series one hista- 
mine test was falsely negative, there were no falsely 
positive mecholyl tests. The regitine test proved re- 
liable as a positive test, provided that the patient had 
not been on Rauwolfia or phenobarbital, but it was 
not completely reliable as a negative test. 

—Conrad A. Kuehn, M.D. 


The Operative Treatment of Nephroptosis According 
to the Method of Rivoir (Die operative Behandlung 
der Nephroptose nach Rivoir). G. W. Hetse. Urologia, 
Treviso, 1957, 24: 348. 


ELEVEN PATIENTS with nephroptosis have been oper- 
ated upon on the author’s service at Halle, Germany, 
by the technique described by Rivoir (Chirurg, 1954). 








This method consisted of detaching the psoas minor 
muscle from its insertion and turning it upward to 
form a sling for the ptosed kidney. The tendinous 
end of the muscle is sutured to the twelfth rib near 
its end. 

In the author’s technique only the lateral half of 
the psoas major muscle is used instead of the psoas 
minor. Rivoir also recommended the use of this muscle 
in those instances (about 50 per cent) in which the 
psoas minor muscle was not developed; however, he 
recommended a strip of the psoas major muscle with 
only the caliber of the thumb. 

In 6 of the 11 cases the results were designated as 
good, in 3 as satisfactory, and in 2 as unsatisfactory. 
The 2 unsatisfactory results occurred in patients who 
had undergone an operative attempt at fixation of 
the kidney by other methods. For this reason the 
author advises that a second attempt at fixation be 
undertaken only when preservation of the kidney is 
at stake. 

Great care must be taken not to injure the genito- 
femoral nerve and not to place the medial edge of 
the muscular sling too close to the ureter. The author 
has not seen any functional disturbance of the psoas 
muscle or damage to the genitofemoral nerve. 

The essential factor for success is restoration of the 
best possible functional conditions for the kidney. 
This is best attained with Rivoir’s technique. 

— John W. Brennan, M.D. 


Extracorporeal Hemodialysis in the Management of 
Acute Renal Failure. Frank T. Mauer and JAMES 
C. BroapBenT. 7. Am. M. Ass., 1958, 166: 608. 


EXTRACORPOREAL HEMODIALYSIS with the Skeggs- 
Leonards-Heisler hemodialyzer-ultrafilter has been 
applied as a therapeutic measure on 22 occasions in 
the management of 15 patients with renal failure. 
Eight of these patients were subsequently dismissed 
from the hospital, and another patient recovered from 
renal failure but died of other causes 20 days later. 
The authors consider that hemodialysis contributed 
materially to survival in each of these patients. The 
prognosis was serious to virtually hopeless in 5 of the 
6 remaining patients, all of whom died during or 
within several days after dialysis. The sixth death re- 
sulted from intracranial hemorrhage after dialysis that 
was adequate and uneventful. 

The authors’ satisfaction with this procedure and 
apparatus is based on some 2,000 hours of operation 
in the laboratory and hospital. During this experience, 
mechanical failures have not occurred, and a leak ina 
dialyzer pack has been noted only once. Maintenance 
of the apparatus is simple and economical for both 
clinical application and research. Its mobility and 
ease of operation make it feasible to conduct clinical 
dialysis in the patient’s room. 

The decision to institute hemodialysis has been 
based primarily on the clinical status of the patient 
and his progress toward uremia. Supporting indica- 
tions are hased on the degree to which metabolic 
acidosis, hyperkalemia, hyponatremia, and hypocal- 
cemia are present. Hyperkalemia may be reduced in 
importance as an indication for immediate hemo- 
dialysis by the use of enemas containing sodium-cycle 
carboxylic acid resin. 
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Hemodialysis for approximately 6 hours effects re. 
duction of the blood urea and creatinine to approxi- 
mately 40 and 50 per cent of their respective initial 
values, with correction of acidosis, hyperkalemia, hy- 
ponatremia, and hypocalcemia. These changes are 
associated with improvement in the clinical status of 
the patient. They indicate the accomplishment to a 
useful degree of the objectives of dialysis in reducing 
morbidity and maintaining life during the oliguric 
phase of renal failure. 


Reconstructive Surgery for Hydronephrosis, Franx 
C. Ham. 7. Am. M. Ass., 1958, 166: 1023. 


Or 11 PATIENTS on whom either the Schweizer- 
Foley type of Y plasty or the flap operation of Culp 
was performed, in which splinting catheters and 
nephrostomy tubes were not used, 10 patients had 
successful results. The failure occurred in a patient 
with a history of renal calculi; 18 months after surgery 
a nephrectomy was required because of recurrent 
stones and infection. Elimination of splinting catheters 
and nephrostomy tubes decreases the likelihood of 
infection and stricture formation and obviates ob- 
struction secondary to occlusion of the tube and 
erosion of the catheter through the ureter into the 
iliac vessels. This technique has the additional ad- 
vantages of greater speed and simplicity and a shorter 
postoperative hospitalization; all patients in this 
series were discharged on or before the fourteenth 
postoperative day. 

At operation, the kidney is completely mobilized 
and the ureteropelvic juncture is exposed for inspec- 
tion. If there is no internal’obstruction, the incision 
into the renal pelvis and ureter is not sutured. Neph- 
ropexy is done to elevate the kidney and hold the ureter 
in a straight line. It is desirable to preserve the con- 
tinuity of the pelvic and ureteral wall. The redundant 
renal pelvis is resected only if it is excessively large. 
Excessive stitching is avoided and a watertight closure 
is not attempted. The wound is closed around a 
rubber tissue drain which is allowed to remain for at 
least 9 days. 

This technique can be expected to be successful 
if the kidney is free of infection, the ureter drains 
the most dependent part of the pelvis, good funnel 
shape is present at the ureteropelvic juncture, and the 
patient is free of pain. It may require considerable 
time for the renal pelvis to return to normal; in 
some cases radiological improvement has been ob- 
served to continue for more than 2 years. 

—Paul R. Leberman, M.D. 


The Importance of Aortography in the Diagnosis of 
Renal Affections, with Particular Reference to 
Tuberculosis (L’importanza dell’aortografia nella di- 
agnostica delle affezioni renali con particolare riguar do 
alla tuberculosi). M. SERvELLoO, L. DaLia Pama, L. 
Lojacono, and P. Conrortini. Chir. pat. sper., 1957, 
5: 1081. 


THE CONTRIBUTION which the authors have made to 
the subject of renal tuberculosis is the aortographic 
demonstration that in tubercular lesions which are 
not in the very earliest stages the blood supply to the 
whole organ is diminished and the arteries to the af- 
fected kidney are smaller than those in the unaffected 
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kidney. This sign is diagnostic of the tubercular renal 
lesion and furnishes a method for evaluating the suc- 
cess of medical therapy. In conditions requiring sur- 
gery aortography may aid the surgeon in determining 
whether or not a partial nephrectomy is possible. 

Although aortography is not to be considered for 
routine investigation of all renal diseases, the authors 
think that it should be used to investigate cases of 
renal disease with permanent parenchymal damage. 
It may aid the surgeon to determine whether ne- 
phrectomy or partial excision of the kidney should 
be done. 

Aortography is also indicated in renal malforma- 
tions, especially in renal agenesis, in which it is fre- 
quently the only means of arriving at a certain diag- 
nosis. The method will reveal the cause of symptoms 
such as hematuria resulting from an anomalous renal 
artery. Aortography is not advised for the diagnosis of 
polycystic kidney; for this the authors prefer penumo- 
retroperitoneum. With a congenital, solitary cyst of 
the kidney or echinococcus cyst aortography will 
show the arterial terminal branching which is peculiar 
to each. 

The value of aortography for the diagnosis of 
tumors, particularly malignant tumors, of the kidney 
is still in doubt. It demonstrates the increased vas- 
cularization, the intricate and tortuous course of the 
arterial branches within the neoplasm itself and the 
peculiar placental-like lakes of blood, representing an 
abnormal arteriovenous communication. Such mani- 
festations are not present in benign tumors and not 
always present in malignant new growths, so that 
for the exclusion of malignant renal neoplasms only 
positive findings are of help. For arteriosclerotic or 
other obstructive involvement of the main renal ar- 
tery, such as is seen on rare occasions in the guise of 
the so-called Goldblatt’s hypertensive disease, aortog- 
raphy is the only method that offers more than a mere 
presumptive diagnosis. 

The authors prefer the translumbar route for the 
injection of the contrast material. If this route is 
contraindicated, they employ arterial catheterization 
with a specially tipped catheter introduced into the 
involved renal artery. 

In the authors’ experience the mortality has been 
approximately 0.9 per cent, which is not high when 
compared with the benefits derived from its diag- 
nostic application. — John W. Brennan, M.D. 


Conservative Operations in the Treatment of Renal 
Tuberculosis (Les opérations conservatrices dans le 
traitement de la tuberculose rénale). Sava PETKovic. 
Urologia, Treviso, 1957, 4: 610. 

THE INTRODUCTION of antibiotics has changed the 

treatment of renal tuberculosis. Even partial nephrec- 

tomy is now seldom indicated and is restricted to 
cases resistant to antibiotic treatment. This resistance, 
in which the urine is persistently positive for tubercu- 
lous bacillus, is usually due to poor drainage or rigid 
walls of tuberculous cavities. The latter condition is 
not easy to diagnose and therefore indications for 
partial nephrectomy are rather difficult to establish. 

The course of the disease and the pyelograms could 

be helpful. On the other hand, one cannot insist that 

partial nephrectomy is not indicated since it removes 
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the diseased part of the kidney, leaving only dissemi- 
nated foci in the renal cortex which can be success- 
fully treated by antibiotics. 

Partial nephrectomy combined with a Puigvert’s 
operation (ureterocystoneostomy) is done to remove 
the resistant focus of infection and to correct the 
renal drainage essential to the proper function of 
the kidney without which the excretion of antibiotics 
is impossible. It could appear as poor judgment to 
perform such a complicated procedure to save the 
kidney, particularly when the other kidney is healthy, 
except that tuberculous infection in the other kidney 
very often develops a few years later. In these cases 
saving the kidney is very important for the further 
prognosis. 

Stenosis of the lowest part of the ureter, if recent, 
can be cured or arrested by antibiotics. Some cases 
can be successfully treated by additional dilatation 
but a severe and progressive stenosis of this part of 
the ureter impairing the renal function should be 
treated by ureterocystoneostomy. 

The author performed partial nephrectomy com- 
bined with the Puigvert’s operation in 5 cases with 
complete success in 3. He performed Puigvert’s opera- 
tion alone in 10 further cases. Before performing 
Puigvert’s operation it is very important to determine 
the function of the kidney since a nonfunctioning 
kidney does not need this operation, although in 
recent cases of nonfunction one can try to save the 
kidney. It was possible to do so in one of his cases. 

Speleotomy requires the same principle as in the 
treatment of pulmonary tuberculosis. It is now seldom 
performed on the kidney but with additional use of 
the antibiotics this operation will find its indications. 

Liberation of the ureter (ureterolysis) can be per- 
formed with the additional help of an indwelling 
ureteral catheter as in one successfully treated case 
of the author’s of bilateral tuberculous stenosis of the 
ureters. —M. Srokowski, M.D. 


The Extravesical Ectopic Ureter. A. G. ELLERKER. 
Brit. J. Surg., 1958, 45: 344. 


THE AUTHOR pointed out that 459 cases of extravesical 
ectopic ureter have been reported and presents data 
concerning 6 additional cases. The embryology of this 
condition is discussed. The author noted that in the 
male the most common site of opening of the ectopic 
ureter is into the posterior urethra above the level of 
the verumontanum; an opening into the seminal 
vesicle, the vas deferens, or the ejaculatory duct is less 
common. In the female, the ectopic orifice is usually 
found in the posterior wall of the urethra, vestibule, 
vagina, cervix, uterine cavity, urethral diverticulum, 
or Gartner’s duct. The most common renal abnormal- 
ity consists of complete duplication of the pelvis, cal- 
yces, and ureter, with the ureter from the upper seg- 
ment draining ectopically. However, many other var- 
iations have been reported. 

In female patients, the classic symptom is urinary 
incontinence since birth in a patient who is conscious 
of vesical distention and is able to micturate in a nor- 
mal manner. In male patients urinary incontinence is 
not present and the diagnosis is made by urologic in- 
vestigation carried out for recurrent urinary infec- 
tions, prostatitis, and calculi. 
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Excretory urography, cystoscopy, and search for 
the ectopic ureter by retrograde pyelography are the 
diagnostic methods employed; at times, surgical ex- 
ploration may be necessary. The author states that in 
his opinion the majority of patients having this con- 
dition are best treated by partial resection of that por- 
tion of the kidney which is drained by the ectopic 
ureter, together with the entire accompanying ureter. 

—Laurence F. Greene, M.D. 


Primary Tumors of the Ureter: Case Reports. L. G. 
Woop and G. E. Howe. 7. Urol., Balt., 1958, 79: 418. 


PRIMARY TumoRS Of the ureter have been considered a 
very rare disease, but recent reports in the literature 
suggest that they should be changed to the infrequent 
class. As of July, 1954, the total number of malignant 
ureteral tumors has been reported as 454, while 138 
benign ureteral tumors have been recorded in the 
literature. The authors have collected 9 cases of 
primary ureteral tumor since 1948, 4 of these patients 
having been seen during the past 18 months. 

The first patient was a 68 year old white woman 
with a 4 month history of right flank pain and hema- 
turia. A subtotal right nephroureterectomy was done. 
The microscopic examination of the specimen showed 
only slight infiltration of the tumor into the muscular- 
is, therefore, it was called a grade 2 cancer. The pa- 
tient has survived the operation 8.5 years and is, at 
present, free from urinary symptoms. 

A 64 year old white woman was hospitalized be- 
cause of a 3 month history of painless hematuria. 
Urologic examination showed a goblet-shaped filling 
deformity at the lower end of the right ureter. A sub- 
total nephroureterectomy was done. Microscopic ex- 
amination revealed a well differentiated transitional 
cell carcinoma, with slight superficial infiltration of 
the mucosal layer, and no infiltration into the mus- 
cular layers. In the past 7 years the patient has been 
free of symptoms referable to the urinary tract, and 
she has had no recurrence of the tumor. 

The third case was that of a 63 year old white man 
with a complaint of painless hematuria that had oc- 
curred 3 times during the past 5 months. Two ful- 
gurations for the removal of an area of carcinoma sur- 
rounding the left ureteral orifice were done. Later it 
was noted that a small papillary growth protruded 
from the left ureteral orifice whenever peristalsis 
occurred. The left kidney and ureter, however, ap- 
peared normal. Because of the patient’s poor physical 
condition, a fulgurating tip was inserted 1.5 cm. into 
the left ureteral orifice and the whole area thoroughly 
fulgurated. Following this procedure, a left ureteral 
meatotomy was performed with the Kearns knife. 
The patient expired a year and a half later of an acute 
myocardial infarction and autopsy showed no evi- 
dence of genitourinary carcinoma. 

A 19 year old white man was admitted to the hos- 
pital because of painless hematuria of 10 days’ dura- 
tion with a history of a similar attack 2 years previous- 
ly. Urologic examination revealed a filling defect in 
the lower third of the left ureter. The ureter was 
opened at surgery from the ureteropelvic junction to 
the brim of the pelvis and a tumor was noted which 
was attached to the mucosa of the ureter at the ure- 
teropelvic junction and extended down to just above 


the bladder. The tumor was freed by dissection and 
removed. The ureter was then closed over a catheter 
and the kidney and ureter left intact. Microscopic 
study of the specimen showed it to be a benign 
ureteral polyp, resembling a nasal polyp in many 
respects. The patient has remained well for the past 
6 years without evidence of damage to the urinary 
tract. 

The fifth case was that of a 45 year old white 
woman who was hospitalized with a history of two 
attacks of right pyelonephritis over a 2 year period. 
She had had an attack of painless hematuria 4 years 
earlier: Examination revealed a right hydronephrosis 
due to an obstruction 2 cm. below the ureteropelvic 
junction. A right subtotal nephroureterectomy was 
performed. A diagnosis of leiomyoma of the ureter 
was made. The tumor was considered benign and it 
demonstrated that ureteral tumors can involve any 
of the layers of the ureteral wall. The patient has re- 
mained well since operation. 

A 5% year old man was admitted to the hospital 
becaust of gross, total, painless hematuria 3 weeks 
earlier. Intravenous pyelography revealed a left 
hydronephrosis with a wide upper ureter just above 
the level of the lumbosacral articulation. Several 
radiolucent shadows were noted within the ureter at 
the midportion. A subtotal nephroureterectomy was 
done. On microscopic study of the specimen, the 
mucosa was extensively ulcerated and replaced by a 
wide zone of infiltrating, very anaplastic transitional! 
cell carcinoma. Fifteen months later, cystoscopic ex- 
amination revealed an area of carcinoma measuring 
1.5 cm. on the floor of the bladder between the ure- 
teral orifices. This area was resected and a diagnosis 
of anaplastic transitional cell carcinoma was made. 

Case 7 was that of a 71 year old white woman who 
had pain in the right costovertebral angle and 
hematuria, dating back 8 months. Attempts to pass a 
catheter and inject dye up the right ureter were un- 
successful. A complete (including a cuff of bladder) 
nephroureterectomy was performed. The entire ure- 
ter was filled with tumor tissue. Microscopic examina- 
tion of the specimen showed proliferating masses of 
malignant transitional epithelial cells. Death occurred 
11 months after the first symptoms of hematuria or 2.5 
months after the surgical procedure. This death was 
the only one in the series due to carcinoma. 

The eighth patient was a 39 year old white man 
who was hospitalized for painless hematuria. He had 
three attacks in the 2 months prior to admission. 
Retrograde pyelography showed a peculiar irregular 
point of obstruction at the left ureteropelvic junction. 
A subtotal nephroureterectomy was done. Micro- 
scopic examination showed good differentiation of 
transitional cells and no evidence of submucosal in- 
filtration. Although this tumor was classified as a 
benign tumor in the authors’ series, at a second ad- 
mission the remainder of the ureter and a portion of 
the contiguous bladder wall were removed. There 
was no evidence of a pathologic process in this portion 
of the ureter. The patient has remained free of symp- 
toms for 10 months following surgery. 

The final case was that of a 69 year old white 
woman who complained of painless hematuria of 6 
weeks’ duration. A left ureterogram demonstrated a 
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tumor in the lower third of the left ureter. A left sub- 
total (a cuff of the bladder was not removed) nephro- 
ureterectomy was done. The microscopic study of the 
lesion showed a well differentiated transitional cell 
carcinoma with occasional mitotic figures. There was 
extensive infiltration of the wall of the ureter. The pa- 
tient has been well for the past 7 months following 
surgery and no demonstrable evidence of recurrence 
has been noted. 

A diagnosis of ureteral tumor is best made by cystos- 
copy and a bulb pyeloureterogram. This procedure 
should always be done in cases of unexplained 
hematuria. 

Papillary carcinoma of the ureter in all the authors’ 
cases showed a goblet-shaped filling defect on retro- 
grade pyelography. 

Whenever pain is due to a ureteral tumor, hydro- 
nephrosis is present, thus every case of hydronephrosis 
should be checked for the possibility of a ureteral tu- 
mor. —Conrad A. Kuehn, M.D. 


Total ne of the Ureter with Small Intes- 
tine; Technique and Results. Aaron Harpy ULM. 
J. Urol., Balt., 1958, 79: 21. 


THE AUTHOR reports 2 successful operations for re- 
placement of the ureter, in each of which a conduit 
between the renal pelvis and bladder was established 
by retroperitoneal transplantation of an ileal seg- 
ment; one of the patients had only a single kidney. 
Through and through plastic tubing for splinting and 
drainage during the postoperative period is sug- 
gested as a technique modification also. 

Basically, a 20 inch portion of intact terminal ileum 
is resected with great care to preserve a sizable 
branch of the superior mesenteric artery in the narrow 
base of the mesenteric fan. The intestinal continuity is 
re-established by routine two-layer anastomosis and 
the divided ileal mesentery is closed. The ileal seg- 
ment is drawn through a rent in the mesentery of the 
colon, the ends are shortened so that the new conduit 
is as straight as possible, and the proximal ileal stoma 
is anastomosed to the periphery of the transected 
renal pelvis. The distal stoma is anastomosed to the 
bladder through a stab wound in the lateral bladder 
wall or transvesically through an anterior cystostomy. 
A through and through perforated plastic splint (K 56 
expendable urinary drainage tube) is placed from the 
old nephrostomy opening through the pelvis, ileal 
substitute, bladder, and anterior suprapubic cystos- 
tomy. The colon is replaced and the posterior peri- 
toneal incision is closed. Total reflux occurs from the 
bladder through the ileal segment to the renal pelvis. 

This is an operation which should be employed (1) 
to spare a kidney in which gradual destruction is 
anticipated after permanent nephrostomy, and (2) 
to avoid nephrectomy after unilateral damage to the 
ureter. —David Rosenbloom, M.D. 


BLADDER, URETHRA, AND PENIS 


The Etiology and Treatment of Diverticulum of the 
Bladder. AsHton Miter. Brit. 7. Urol., 1958, 30: 43. 


One HUNDRED and five patients with bladder di- 
verticula from 15 months to 93 years old were studied 
in an attempt to evaluate the etiology and best modes 
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of therapy of the condition, and to answer several 
specific questions: 

1. Is it necessary to have obstruction before a 
diverticulum can be produced? 

2. Is it necessary to have hypertrophy of the bladder 
before a diverticulum can be produced? 

3. What causes the hypertrophy if it occurs before 
the age of prostatic obstruction and/or stricture? 

In every case it was possible to demonstrate hyper- 
trophy of the bladder wall, and the thickening was 
most obvious in the inner layer of the wall. The muscle 
bundles of this inner layer were thickened and 
separated, forming trabeculations or cellules which 
were much thicker and further apart in the posterior 
portion of the bladder base, where diverticula are 
most common. The largest bundles and also the larg- 
est spaces occur near the ureteric orifices where the 
cellules which later develop into diverticula are found. 
Once a mucosal bulge develops because of the in- 
creased intravesical pressure, only the thin middle 
and outer coats are present to prevent its increase 
in size. At the same time, the neck becomes narrower 
and circular and the saccule is a diverticulum which 
will continue to enlarge as long as there is no reduc- 
tion to the urethral resistance. 

Muscle fibers were found in the wall of all diver- 
ticula. Generally the diverticulum is in close relation- 
ship to the ureter, but never does the ureter arise in 
the diverticulum. Rarely, the ureteral orifice might 
be seen just inside the opening, but more usually, it 
is found adjacent to the diverticular orifice. In all 
cases, some type of bladder neck obstruction was 
found. 

Treatment of the diverticulum is indicated when 
it does not empty, as determined by roentgenography. 
The diverticulum should be treated as a first stage 
or at least as the first part of relieving the bladder 
neck obstruction. Intravesical and/or extravesical 
approaches can be utilized for diverticulectomy, and, 
indeed, the diverticulum can be partially removed, 
the opening in the bladder closed, and the sac drained 
separately. 

Urinary infection, calculi, and tumor, and failure 
of renal function must all influence the mode of 
attack on the diverticulum. Renal failure seems rare, 
probably because the diverticulum acts as a safety 
valve to protect the kidneys. Tumors in diverticula 
are not rare, and the end results are invariably worse 
than in comparable tumors in the bladder. 

Several cases are discussed and illustrated. 

—John R. Herman, M.D. 


The Dissolution of Bladder Stones by Means of an 
Automatic Irrigating Apparatus (Uber die lytische 
Behandlung von Blasensteinen unter Verwendung 
einer automatischen spueleinrichtung). P. O. H6s 1. 
Helvet. chir. acta, 1957, 24: 595. 


THE DISSOLUTION of bladder stones can be approached 
from many points of view. Theoretically, it may be 
possible to dissolve the organic matrix which holds 
together the crystalline material of a stone by means 
of chemicals or ferments and thus lead to its disinte- 
gration. Or it may be possible by changing the milieu 
of the stone through acidification or alkalinization of 
the urine, to dissolve the crystalline matter of the 
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stone. This latter approach is often useful in patients 
who have cystine stones. To dissolve calcium stones, 
the solution G recommended by Suby and Albright 
still appears to be the best. 

The dissolution of stones has been a difficult 
problem because it is necessary for the stones to re- 
main in contact with the solvent for a long time. 
Simple irrigation of the bladder by means of a hand 
syringe is inadequate for success. Through the use of 
an apparatus which can be assembled in any hospital 
from available material, the number of irrigations per 
hour can be varied from 3 to 20 and from 20 to 150 
c.c. can be instilled at each irrigation. The apparatus 
is diagrammatically represented in Figure 1, and its 
actual use can be seen in Figure 2. 

Three to four irrigations per hour with 30 to 40 c.c. 
of the irrigating fluid for each irrigation have been 
sufficient in the average case. 

—S. Richard Muellner, M.D. 


Treatment of Bladder and Prostatic Cancer By Com- 
bined Interstitial Isotope Radiation and the Cobalt 
Bomb. Cart F. Ruscue and Henry L. Jarre. 7. Urol., 
Balt., 1958, 79: 474. 


AN evaluation was made of the use of the cobalt bomb 
externally combined with injection of radioactive 
chromic phosphate, in the treatment of bladder and 
prostatic cancer. In considering the therapy of bladder 
cancer, the authors believe that in treated patients, as 
opposed to those who were not treated, life was pro- 
longed and palliation achieved. Sterilization of bladder 
cancer was difficult to achieve with conventional x-ray 





Fic. 2. 





therapy. Curability was dependent upon adequate | 
dosage, penetration, and direction of the beam. The | 


location and radiosensitivity of the tumor, as well as | 


the multiplicity of new growths and involvement of 
the bladder sphincter, were important in determining 
the type of therapy. The presence of obstruction or 
metastases also played a part in therapy. The general 
condition of the patient, with regard to anemia and 
infection of the urinary tract, was also a factor. Other 
methods included closed or open fulguration, and 
partial or total cystectomy. 

Tumor classification was done on a clinical basis. 
Single or multiple benign papillary tumors responded 
poorly to external radiation therapy, unless a cautery 
type dosage was given. Cystoscopic observation, with 
biopsy and fulguration, was indicated. For single 
malignant papillary tumors, endoscopic fulguration 
with radon implantation was suggested, and for re- 
current or multiple malignant papillomas open exci- 
sion or fulguration was advised, with interstitial radio- 
active chromic phosphate implantation. For infiltrat- 
ing lesions segmental resection, without interstitial ir- 
radiation, was preferred. If the tumors were consid- 
ered inoperable, local excision and fulguration was 
indicated. Radon seeds may be used in these cases. 

Cobalt bomb therapy was employed for recur- 
rences. For deeply infiltrative lesions with local metas- 
tases, the bulk of the tumor was excised and its bed 
cauterized. Intensive postoperative cobalt bomb ther- 
apy was given in cases which were previously consid- 
ered suitable for cystectomy, such as trigone involve- 
ment, sphincter involvement, multiplicity of tumors, 
recurrent spreading forms, and deep penetration. 
With distant metastases, palliative cobalt bomb ther- 
apy caused regression of growth and reduction in 
hematuria. Interstitial radiation wasinstituted through 
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the open bladder with injection of radioactive colloidal 
chromic phosphate by the multiple long needle tech- 
nique. Fairly pure beta radiation was delivered, as 
opposed to penetrating gamma rays in radon seeds. 
Cobalt 60 therapy was employed for external radia- 
tion. Better skin protection, higher energy, and a 
superior depth dose pattern permitted delivery of a 
high tumor dose, as compared with conventional x- 
ray. Rotational therapy gave higher dosage, simula- 
tion of multiple port technique, and improved distri- 
bution, with less skin and tissue reaction than station- 
ary cobalt therapy. The dose was first estimated on a 
separate plastic phantom made for each patient. Cys- 
tography permitted accurate, localization of the beam 
in any direction. With a 270 degree rotation, the 100 
per cent radiation zone was in the bladder region, 
whereas the anterior rectum was only in the 20 per 
cent zone. With the stationary technique, subcutane- 
ous tissue dosage was much higher. 

This combined method was well tolerated with 
minimal skin reaction, and the absence of radiation 
sickness. High tumor dosage with accurate localization 
and minimal damage to adjacent tissues was achieved. 
There was a dramatic absence of bladder contracture, 
such as usually follows conventional x-ray therapy, 
and there was no bone marrow depression, unless bone 
metastases had already occurred. Rectal edema, with 
diarrhea lasting several weeks, has followed the course 
of treatment. Postmortem examination emphasized 
the cancerocidal effect of the cobalt 60 beam on both 
tumor and regional nodes. Thirty-six patients with 
bladder cancer who were treated were traced for 3 
years. It appeared that one third of the patients with 
advanced disease could be salvaged with such therapy. 
With prostatic carcinoma, primary radioisotope injec- 
tion was done at the time of surgical exploration. 
Cobalt bomb rotation therapy was employed secon- 
darily. The rectum was spared with the use of 270 
degree rotation, but complete rectal protection was im- 
possible because of the close proximity of prostate and 
rectum. Of 15 cases which are tabulated, in at least 
two-thirds the results were worth while. 

—RHenry Ritter, Jr., M.D. 


The Surgical Treatment of Hypospadias with the 
Denis-Browne Operation (Le traitement chirurgical 
des hypospadias par lopération de Denis-Browne). 
ey ABOULKER and D. Berce. 7. Chir., Par., 1958, 

: 30. 


THE SURGICAL TREATMENT for the various forms of 
hypospadias has been the subject of research for a 
century and the proposed operative techniques for 
the cure of this condition number over a hundred. 

The authors believe that a satisfactory operation 
for the treatment of hypospadias should include the 
five postulates that were suggested by Denis-Browne. 

1. The procedure should be applicable to all forms 
of hypospadias from the juxtabalanic to the preanal 
urethral meatus. 
_2. The new urethra should not be constructed of 
tissue that contains hair follicles because the presence 
of hair within the urethra predisposes to the forma- 
tion of phosphatic calculi. 

3. The urethra should be of a normal size and 
elasticity. 
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4. The surgical intervention should be done in the 
young infant before he becomes conscious of his 
abnormality. 

5. The procedure should be completed in two 
stages. The first procedure would be straightening of 
the penisand the second, the construction of the urethra. 

The operation should be relatively simple, so that 
it could be performed by any qualified surgeon. 

The technique of the Denis-Browne procedure is 
described in detail in this article. The preliminary 
step is to enlarge the urethral orifice when it is neces- 
sary because of its small size. This can readily be done 
by increasing the size of the meatus with a scissors, 
and then attaching the cut mucous membrane to the 
skin edges. The penis must first be straightened by 
the removal of the fibrous tissue that produces the 
chordee. With the proper straightening of the penis 
following the removal of the scar tissue, there is an 
elongation of the ventral surface and the urethral 
opening usually recedes towards the base of the penis. 
The actual plastic operation for the formation of the 
urethra should not take place before 6 months after 
the initial removal of the chordee and the straighten- 
ing of the penis. The first step in this procedure is the 
creation of a well functioning perineal urethrostomy, 
with a Malecot catheter fastened to the skin edges to 
provide urinary drainage. 

The initial step in the actual formation of the 
urethra is to outline on the dorsal surface of the penis, 
a flap of skin that is 8 to 10 mm. in width in the infant 
and 1.5 cm. wide in the adult, extending 2 mm. 
behind the meatus upward to the corona. This plaque 
of penile tissue remains in place without being under- 
cut or dissected. At the lateral extremities of this 
plaque of tissue the penile skin is carefully under- 
mined, equidistant on each side of the centrally 
located strip of tissue. At the inferior end, just below 
the urethral opening, the scrotal skin is also dis- 
sected free from the surrounding tissue. The dis- 
sected and undermined skin at each side of the 
centrally located tissue strip is then brought together 
over the plaque. First, stay sutures are placed deep 
to the free skin margin and then the cut ends are 
very accurately approximated by using interrupted 
fine catgut sutures. The relaxing sutures are then 
approximated using small buttons or beads to prevent 
them from cutting through the skin. Two small in- 
cisions are made in the scrotal skin on each side of 
the midline to allow for the escape of serosanguinous 
postoperative fluid. Finally, a longitudinal relaxing 
incision is made on the dorsal surface of the penis. 
Following the completion of the operation, a thick 
protective dressing is placed around the penis. The 
sutures are then removed in 7 days. The urethrostomy 
catheter is removed in 10 days and the urethrostomy 
closes spontaneously in a day or two. 

The skin on the inferior surface of the penis remains 
thickened for several months, but later becomes soft 
and pliable. The relaxing incision on the dorsal sur- 
face heals in 3 months without leaving scar tissue. 

The results of any operative technique for the cure 
of hypospadias can be judged by three criteria: the 
cosmetic result, the amount of residual scar and de- 
formity following surgery, and the persistence of 
urinary fistula. 
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The results of this operation as reported by Con- 
nolly (1954) from the Denis-Browne service showed 
that there were 8 fistulas in 121 cases, and all of them 
were repaired at a second intervention, 

The personal experience of the authors with 20 
cases confirmed the results obtained by other sur- 
geons and they recommend this technique because 
of its simplicity and efficiency. While this procedure 
seems to be gradually supplanting other techniques in 
the Anglo-Saxon and North countries, the authors 
believe that it has not yet attained the same success in 
France. —Conrad A. Kuehn, M.D. 


GENITAL ORGANS 


Operative Methods for Prostatic Hypertrophy with 
Personal Modifications and Presentation of Sta- 
tistics; 94 Cases (Considerazioni sui metodi operativi 
per la ipertrofia prostatica con modifiche personali a 
presentazione di casistica; 94 casi). SALVATORE VIT- 
Tor1o Musumeci. Rass. ital. chir. med., 1957, 6: 869. 


ON THE SURGICAL service of the University of Genoa, 
various methods have been tried for the relief of 
prostatic dysuria: the original method of Freyer in 13 
cases, the method of Fuller-Freyer in 4 cases, the 
method of Millin in 8 cases, the method of Hay in 3 
cases, and the method of Marion in 1 case. The result 
of this experience has been a preference for the Freyer 
operation in one stage, as modified on this service. 

The modified Freyer prostatectomy is preceded by 
a period of rehabilitation of the patient, including 
bed rest, cardiovascular tonics, transfusions, the use of 
an in-lying catheter, and administration of anti- 
biotics. The often infected prostate is reduced to about 
57 per cent of its original size. This usually requires 
3 or 4 days. 

The preanesthetic treatment includes an ampoule 
of fargan, 0.5 mgm. of atropin, 20 mgm. of spartein 
in 300 c.c. of solution. For the infusion, which is 
given in about 30 minutes, the in-laying catheter is 
cut short at the meatus and sterilized. This solution 
distends the bladder and anesthetizes the bladder 
mucosa and the musculature overlying it, and lowers 
the incidence of operative shock. The type of anes- 
thesia used is usually local (peridural or epidural with 
barbiturate and curare); general anesthesia is rarely 
used. 

The suprapubic incision is seldom longer than 3 
cm. and may be either longitudinal or transverse; 
with such a small incision a self-retaining retractor is 
impracticable. The blunt dissection is carried out with 
an ordinary cloth glove over the surgeon’s rubber 
glove. 

The distended bladder is aspirated with a large- 
calibered needle; the bladder wall is picked up with 
2 sutures, one on each side of the puncture aperture, 
and the opening enlarged so as to admit the index 
finger. The finger is inserted into the cystourethral 
opening, the urethral wall is perforated, and the enu- 
cleation continued outward toward the capsule. When 
required, a metallic, blade-like extension is fitted over 
the finger tip, but the sensitive pulp of the finger is 
left free. By this means the urethra may be separated 
cleanly, rather than torn loose, as in the usual Freyer 
procedure. The whole process of enucleation and sub- 


sequent hemostatic pressure is aided by counterpres. | 


sure from 1 or 2 fingers inserted into the rectum. 

Counterpressure is made first with the finger on the 
empty bed of the prostate and then by a tampon 
formed of a few strips of gauze; the whole process 
lasts only a few minutes. If there is profuse bleeding 
hemostatics may be added to the tampon. After re- 
moval of the tampon a catheter with two lateral 
openings is introduced and is left in place for about 10 
days. In very adipose patients a small tubular drain 
may be left in the space of Retzius. 

Following the 91 prostatectomies recorded there 
have been only 2 deaths, one on the third post- 
operative day from pulmonary embolism and the 
other from icterus during the period of convalescence, 
The latter patient had had previous episodes of this 
nature. 

Postprostatectomy bleeding has persisted, at most, 
for 48 hours, and in only 3 instances did it have to be 
controlled. Since adopting the technique of the drain 
in the space of Retzius there has been only one in- 
stance of suprapubic fistula. Hospitalization has 
been shortened from an average of 36 days to 29 days. 

The advantages of the modified Freyer method 
have made it the method of choice. 

— John W. Brennan, M.D. 


Hormone-Independent Cancer of the Prostate. RocER 
C. Graves, Rosert E. DesauTEts, and SHIELDS 
WarreEN. 7. Urol., Balt., 1958, 79: 324. 


Data concerning 3 patients with carcinoma of the 
prostate with metastasis are presented. In each in- 
stance the neoplasm was considered to be hormone 
independent, inasmuch as none of the patients ob- 
tained significant beneficial effects from the adminis- 
tration of estrogens or from bilateral orchiectomy. 
The pathologic diagnoses in these cases were adeno- 
carcinoma, undifferentiated carcinoma, and carcinoma 
simplex of the prostate with epidermoid characteris- 
tics. It is noted that maturity of cell structure in gen- 
eral appears to be essential for the normal response of 
a glandular structure to its trophic hormone, as, for 
example, in the case of adrenal tumors. It is the 
authors’ opinion that undifferentiated prostatic tu- 
mors, particularly those of the epidermoid type, do 
not respond to estrogen therapy and orchiectomy. 
—Laurence F. Greene, M.D. 


Results of the Conservative Therapy of Prostatic 
Cancer (Ergebnisse der konservativen Therapie beim 
Prostatkarzinom). W. Pace. Zschr. Urol., 1957, 50: 
68 


EsTROGENIC HORMONES have prolonged life in patients 
with cancer of the prostate by about 2 years as com- 
pared with a survival of 7 to 9 months before this 
type of therapy was introduced. It is the author’s 
opinion that estrogenic hormones should be given as 
soon as the diagnosis of prostatic cancer is made. 
Transuretheral resection is utilized whenever it is nec- 
essary to reduce the amount of residual urine in the 
bladder. 

In the cases reported estrogenic hormones were ad- 
ministered by means of the implantation of pellets. 

In the past it was believed that prostatic carcinoma 
could originate only from the surgical capsule of the 
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prostate and this would at once make it an inoperable 
condition. The result of radical surgery, however, 
with a survival in 30 to 55 per cent of the cases, 
throws considerable doubt on this assumption. Many 
believe today that in so-called inoperable prostatic 
cancer, operability could be achieved by preliminary 
treatment with estrogenic hormones. Prostatic can- 
cer within a benign adenoma used to be considered 
a distinct and separate type of prostatic cancer. This 
view has not been substantiated by recent evidence. 
Prostatic cancer does, indeed, start from the cells 
of the prostatic capsule, but there is no reason why a 
malignant tumor may not start from any group of 
cells anywhere, even within the cells of the benign 
tumor. —S. Richard Muellner, M.D. 


MISCELLANEOUS 


Micturition in the Normal Male. Bopo von GARRELTS. 
Acta chir. scand., 1957, 114: 197. 


THE AUTHOR summarizes the history of earlier inves- 
tigations in micturition. He is especially concerned 
with flow-volume relationships. His investigation in- 
cludes more than 100 subjects. It appears to suggest 
the existence of a correlation between the volume of 
urine passed and the maximum value for the quan- 
tity voided per unit of time. 

In the male, the bladder is voided by a urinary 
flow which is greater when the initial volume of the 
bladder contents is larger. This study has shown it to 
be possible to assess approximately the limits within 
which the normal flow for a given volume will lie. 
The variations in flow appear to be attributable to 
changes in the resistance of the urethra and not to 
changes in intravesical pressure. 


— Bernard H. Hymel, M.D. 


The Etiology of Primary Hyperoxaluria. H. E. 
ARCHER, A. E. Dormer, E. F. Scowen, and R, W. E. 
Warts. Brit. M. 7., 1958, 1: 175. 


THE Two GASES of primary hyperoxaluria reported 
by the authors bring to 12 the total number of this 
rare disease recorded in medical literature. This diag- 
nosis should be considered in all patients with a history 
of recurrent renal calculi since childhood. Progressive, 
bilateral, calcium oxalate urolithiasis, nephrocal- 
cinosis, and renal parenchymal destruction cause 
renal failure and hypertension resulting in death. 
Calcium oxalate deposits in other organs may coexist. 
Continuously high urinary oxalate excretion is a fea- 
ture, 40 mgm./24 hours being normal. 

The apparent appearance of this condition in 
siblings suggested an inborn metabolic error. The 
authors theorize that the fundamental abnormality 
might be a low renal oxalate threshold, excessive 
gastrointestinal oxalate absorption, or increased en- 
dogenous oxalate synthesis. It is postulated that in the 
intermediate metabolism of glycine, glyoxalate and 
oxalate formation take place. With deficient glyox- 
alate degradation due to enzyme system imbalance, 
excess oxalate formation may result. Urinary creati- 
nine determinations were done at St. Bartholomew’s 
Hospital, London, to check the completeness of 24 
hour urine collections in urinary oxalate analyses. 
Using 2 proved cases and 2 normal human controls, 
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investigative tests were carried out regarding the 
dietary and glycine precursor theories, When sodium 
and calcium oxalate were administered orally, the 
level of urinary oxalate was not materially altered. 
Normal gastric hydrochloric acid secretion was pres- 
ent. The dietary intake of oxalate alone thus does not 
explain high urinary excretion levels. It also suggests 
that the fundamental abnormality is not a low renal 
oxalate threshold. When a restricted dietary protein 
intake was enforced, a decrease in urinary oxalate 
excretion resulted in the known cases. This was con- 
sidered to be related to the hypothesis that glycine, 
an amino acid, is a precursor of urinary oxalate in 
persons with primary hyperoxaluria. With sodium 
benzoate administration in hyperoxaluria, there was 
decreased urinary oxalate excretion, whereas in nor- 
mal controls there was no significant alteration in the 
excretion. 

The benzoate ion is assumed to combine specifically 
with glycine-producing depletion of the free glycine 
metabolic pool, which seems to indicate that glycine 
is the precursor of urinary oxalate in primary hyper- 
oxaluria. Since administration of sodium benzoate in 
the normal control cases did not lower urinary oxalate 
excretion, it seems likely that urinary oxalate is not 
normally derived from the same sources as in primary 
hyperoxaluria. 

When glycine was given orally an equivocal rise in 
urinary oxalate excretion followed. The mechanism 
of renal excretion of the oxalate ion is unknown; 
whether by glomerular filtration or tubular excretion. 
If tubular, it may account for the benzoate ion-oxalate 
ion competition for common transport mechanisms, 
with decrease in urinary oxalate excrction. The au- 
thors assume no appreciable chaiuge occurs in the 
oxalate content of urine during its passage through 
the renal collecting tubules. It appears improbable 
that ascorbic acid in normal dietary amounts can be 
quantitatively converted to oxalic acid as has been 
suggested by some authors. 

The 2 cases presented, a 22 year old male and an 11 
year old female, had long histories of recurrent ur- 
inary calculi, impaired renal function, and macro- 
scopic hematuria. Both the adult hypertensive male 
and the young female had elevated urinary oxalate 24 
hour excretion levels, 110 to 265 mgm. and 162 to 
290 mgm. respectively. 

—Henry Ritter, Jr., M.D. 


Urinary Urea, Calciuria, Uricaciduria and Phos- 
phaturia Determination in Urinary Lithiasis (Urée 
urinaire, calciurie, uricurie et phosphaturie dans les 
lithiases urinaires calculeuses). JEAN CotTet, SULLY 
LEDERMAN, and Cu. Virtu. 7. urol. méd., Par., 1957, 
63: 598. 


IN THE BIOCHEMICAL ANALYsIs Of urinary lithiasis, 
information concerning the amount of calciuria has 
been obtained, but little is known about the excretion 
of phosphates and the presence of- excessive uric acid 
in the urine. In order to investigate this problem, the 
authors determined the urinary elimination of cal- 
cium, uric acid, the phosphates, and urea during a 24 
hour period. All the subjects of this study were ambu- 
latory and they were divided into five groups: normal, 
those with uric acid lithiasis, with phosphaturia, with 








oxaluria, and with oxalphosphaturia. The mean age 
for each group respectively was 54.1, 53.9, 41.1, 43.2, 
and 44.5 years. The sexes were divided almost in the 
same proportion in each of the groups. In the first 
or normal group 78 per cent were men, in the second 
82 per cent, in the third 59 per cent, in the fourth 71 
per cent, and in the last group 67 per cent of those 
investigated were male. 

This study could have been done by three different 
methods. The first would have been to study the cal- 
cium metabolism of a certain number of subjects. 
This long and laborious method was discarded by 
these investigators. The second approach, that of 
McGeown and Bull, would have been to study the 
control subjects and those with lithiasis under a fixed 
calcium regime. The authors adopted a third method 
in this study which consisted of observation of a large 
number of subjects, both normal and affected with 
lithiasis, under the same conditions and statistical 
evaluation of the results. At first it was difficult to 
determine the normal urinary elimination of the 
elements studied as there were no acceptable normal 
values in the literature. The authors preferred to com- 
pare their four groups of patients with lithiasis and a 
fifth group. In this group there were 91 normal and 
“nearly normal’’ subjects, some with mild hyperten- 
sion and slight extrarenal hyperazotemia, and the 
remainder were considered to be in normal health. 
All of these patients were observed under the same 
conditions, during diuresis for a 24-hour period, and 
the same chemist performed the assays using the 
same methods of analysis. 

The chemical methods used in this study were as 
follows: The urea was determined with the Esbach 
urometer, using sodium hypobromite. The uric acid 
determination was made with the Folin and Denis 
reduction of reactive phosphotungstic acid. The 
amount of phosphatic ion was measured by the 
LeConte method. Three methods were used to de- 
termine the calcium in the urine: at first the deGuil- 
laumin method, later the Gautier and Pignard tech- 
nique. 

The article is concerned with the chemical analysis 
of the previously mentioned substances eliminated in 
the urine and a minute statistical evaluation of the 
results that were obtained. There are many graphs that 
illustrate the data obtained in these 24 hour excretory 
assays. 

From these complete and exhaustive studies, the 
authors have concluded that the amount of calcium 
in the urine is abnormal when it is above 0.250 gm. 
for the 24 hour excretory period. The calciuria be- 
comes pathologic when it goes above 0.300 gm. Of 
normal subjects, 6 per cent have a urinary elimina- 
tion of calcium above 0.300 gm. in 24 hours while 
53 per cent of patients with calcinosis exceeded this 
figure. The amount of calciuria was determined as 
0.294 gm. in those patients with calcium stones, 
0.187 gm. in normal subjects, and 0.183 gm. in pa- 
tients with uric acid calculi. 

Hypercalcinuria appeared more frequently in men 
than it did in women. Excessive excretion of cal- 
cium in the urine aggravates the clinical course of 
urinary lithiasis. 

The statistical results of this study led the authors 
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to state that there was little difference between the 24 
hour excretion of uric acid in the urine of the normal 
subject and in that of subjects with uric acid, phos- 
phatic acid oxalate stones. 

This difference is so statistically small (normal 
0.73 gm. and the patients with oxalophosphatic stones 
0.59 gm.) that it has no practical value in the medical 
treatment of these patients. There was no statistical 
difference in the phosphaturia in any of the five 
groups evaluated. On the-contrary, there is a wide 
statistical difference in the calciuria of normal subjects 
and those having oxalate, phosphatic, and oxalo- 
phosphatic stones. The calciuria in those with uric 
acid stones is similar to that of normal subjects. 

—Conrad A. Kuehn, M.D. 


Abnormalities of Calcium Metabolism in Patients 
with “Idiopathic” Urinary Calculi, Witutam H. 
Boyce and Frep K. Garvey. 7. Am. M. Ass., 1958, 
166: 1577. 


THIRTY-SEVEN healthy subjects with no personal or 
familial history of urinary calculi and 148 patients with 
a history of recurrent calculi, who had been observed 
for more than 3 years, were subjected to a study of 
the effects of a low calcium diet and the administration 
of sodium phytate on the urinary excretion of calcium. 
The patients were divided into two groups, the first 
containing 60 patients in whom new calculi had 
formed or whose existing calculi had increased in size 
in the preceding year, and the second containing 88 
patients without evidence of new stone formation. In 
the pre-treatment period, examination of 24 hour 
urine specimens collected for 3 consecutive days re- 
vealed a much higher calcium excretion in the first 
group of patients than in the second group. During 
the 4 month period of the experiment, equal numbers 
of patients from each group were put on a control, 
essentially normal diet or a diet containing only 10 
mgm. vitamin D and 150 mgm. calcium per day, to 
which was added sodium phytate, 125 to 200 mgm. 
per kgm. of body weight per day in three divided 
doses. 

Of the 104 patients who were given the phytate 
therapy, all but 18 responded with a marked reduction 
in calcium excretion. The 18 failures were attributed 
mostly to failure to take the medication; the mean cal- 
cium excretion ranged between 250 and 350 mgm. 
per 24 hours. However, the treated group did not in 
any case show regression or disappearance of existing 
calcified stones, and new stones developed in 11 
treated patients, although the stones were of low 
crystalline content. 

The authors conclude that this program appears to 
be relatively safe and generally beneficial in prevent- 
ing the formation of urinary calculus in properly 
selected patients. Patients with evidence of advanced 
renal, bone, heart, or hematopietic disease or hemor- 
rhagic diatheses may not be suitable candidates for 
this form of therapy. 

Additional uses of this program are in the differential 
diagnosis of idiopathic hypercalcinuria and metabolic 
or bone disease, the preoperative preparation of pa- 
tients with calculi, and the postoperative prevention 
of recurrent calculus formation. 

—Paul R. Leberman, M.D. 
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A Comparative Evaluation of the Newer Contrast 
Media for Excretory Urography. Maurice Tatet- 
MAN and Rainer S. Paxuscu. Radiology, 1958, 70: 238. 


IN THE PAST SEVERAL YEARS new contrast materials 
have been developed for excretory urography to im- 
prove roentgenographic density and provide better 
tolerance by the patient. 

An investigative study of 5 media is presented, in- 
cluding one of the older agents, 50 per cent neo-iopax 
(sodium iodomethamate). The other substances stud- 
ied were 50 per cent urokon (sodium acetrizoate), 50 
per cent miokon (sodium diprotrizoate), 50 per cent 
hypaque (sodium diatrizoate), and 76 per cent reno- 
grafin (sodium and methylglucamine diatrizoate). 

A total of 1,726 injections were made, with contrast 
media used at random and upon availability. The 
number of cases ranged from 152 urokon injections to 
630 renografin injections. Identical injection and 
roentgenographic techniques were used. Careful rec- 
ords were kept of all reactions. An evaluation of the 
roentgenographic qualities showed that all the newer 
contrast media had a fairly similar satisfactory con- 
trast. Neo-iopax was least satisfactory. 

Reactions to intravenous injections were markedly 
fewer with hypaque and renografin. The incidence of 
arm or shoulder pain was higher with neo-iopax. This 
pain occurred less frequently also with miokon. With 
this latter agent there were many severe cases of 
nausea and vomiting. Urticarial reactions were more 
common with urokon, although the authors believe 
that they will occur with similar frequency with all 
media. 

Considering the factors of patient tolerance and 
roentgenographic qualities, it was thought that hy- 
paque and renografin are the most satisfactory media 
available. 

The interest of the authors in this subject appears to 
have been initiated by a request from the Winthrop 
Chemical Company in 1955 to evaluate hypaque. 

—Allan K. Swersie, M.D. 


Congenital Deficiency of the Abdominal Muscula- 
ture and Associated Genitourinary Anomalies: A 
Report of 22 Cases. Joun K. Lattimer. 7. Urol., 
Balt., 1958, 79: 343. 


THE ANOMALIES noted in 22 cases of congenital de- 
ficiency of the abdominal musculature are reported. 
Eighty-five per cent showed evidence of obstruction 
to the vesical outlet with severe dilatation of the blad- 
der, ureters, and kidneys. Cryptorchism was observed 
in 90 per cent of cases and the testes were commonly 
found attached to the midportion of the ureter. 
Anomalies of the lower extremity, such as clubfoot, 
were noted in 41 per cent of cases and gastrointestinal 
anomalies in 28 per cent. The urachus was patent and 
draining urine onto the abdominal wall in 50 per cent 
of cases; cardiac anomalies were detected in 36 per 
cent. 

Two current theories concerning the pathogenesis 
of this condition are mentioned: 

1. The bladder dilates because of obstruction at the 
vesical neck and the distended bladder causes pressure 
against the muscles of the abdominal wall, which inter- 
feres with their development and results in atrophy or 
hypoplasia of the musculature in this region. 
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2. The deficient abdominal muscles, which are ac- 
cessory muscles of micturition, cause poor emptying 
and therefore dilatation of the urinary tract. The 
author presents arguments against each of these theo- 
ries and is of the opinion that there is no direct cause 
and effect relationship between the dilated urinary 
tract and the deficiency of the abdominal muscles. 

Therapy must be directed to the relief of any ob- 
struction of the vesical neck and to the relief of other 
points of obstruction which may have developed be- 
cause the ureters have become tortuous and convolu- 
tions have become bound together by adhesions, caus- 
ing kinks and additional points of obstruction. Corsets 
and other therapeutic measures must be used to pro- 
vide support for the abdomen. 

—Laurence F. Greene, M.D. 


Urological Complications of Stromal Endometriosis, 
C. A. MACFARLANE, CLARENCE V. Hopces, Hucu V. 
ANDERSON, and RatpH C. Benson. 7. Urol., Balt., 
1958, 79: 436. 


STROMAL ENDOMETRIOsIS is considered a benign pri- 
mary uterine neoplastic condition with secondary in- 
vasion of parametrial structures and pelvic viscera. 
This infiltration may involve the bladder and cause 
ureteral obstruction. It is considered malignant only 
by virtue of involvement of anatomically vital sites. 
Histologically, it resembles endometrial stroma. First 
described in 1908, only 5 cases were reported prior to 
1940. Up to date 102 cases have been noted. Differen- 
tial diagnosis from adenomyosis and ectopic endo- 
metriosis must be made. Characteristic cordlike masses 
and intrauterine polypoid growths are common. Vas- 
cularity is marked. Slow growth is cbserved with late 
obstruction of the urinary tract, pelvic vasculature, 
and the lower bowel. The highest incidence is among 
women in the last half of their reproductive life, with 
abnormal vaginal bleeding, pelvic pain, and a sym- 
metrically enlarged uterus. Infiltration along lym- 
phatic and vascular channels is common and vaginal 
involvement frequent. Vascular stasis of the lower ex- 
tremities results from pressure on the pelvic veins. 
Extensive involvement of the lower urinary tract may 
lead to incontinence, dysuria, frequency, urgency, 
hematuria, and even uremia. Urinary tract invasion 
is reported in 12 per cent of these cases. Spread of the 
tumor from the cervix and vagina eventually involves 
the trigone and posterior bladder wall. Thickening 
results with unilateral or bilateral obstruction of the 
ureteral orifices. ‘‘Urethral infiltration by stromal en- 
dometriosis has not been documented.” Pain is sec- 
ondary to pressure effects, rather than to bone metas- 
tases or nerve involvement. Infiltration of the internal 
genitalia is noted. 

Treatment is directed at radical excision of the 
extrauterine spread as the positive approach to palli- 
ation and cure, since recurrence is likely. Urinary 
diversion, with anterior pelvic exentration, is indicated 
if the bladder floor is invaded, and the lower ureters 
are obstructed by being encased in neoplasm. In the 
presence of a slow growing pelvic tumor, bladder in- 
filtration must be suspected as possibly being stromal 
endometriosis. Soft nodular elevations on the bladder 
floor, with yellowish polypoid formations, should also 
‘arouse diagnostic suspicion.” 








A case of a patient with far advanced stromal en- 
dometriosis is reported in whom anterior pelvic exen- 
teration with urinary diversion was performed. 


— Henry Ritter, r., M.D. 


Distribution of the Water-Component Following 
Ureterosigmoidostomy; Its Relationship to Modifi- 
cations in the Chloride, Sodium, and Potassium 
Ion Titers of the Blood (Sulla distribuzione dell’acqua 
nei varii distretti idrici dell’organismo dopo inter- 
vento di uretero-sigmoido-stomia a rapporti con le 
modificazioni del tasso ematico del cloro, sodio e 
potassio). GrovANNit PALCHETTI and Mario Pottro. 
Arch, ital. urol., 1957, 30: 347. 


Stix Docs were used as a basis for this report. At vari- 
ous postoperative periods (7, 14, 21, 28, and 35 days) 
the fluid repartition was estimated by means of in- 
travenous injection of sodium thiocyanate. Each test 
was completed within 4 hours, before the slowly ex- 
creted thiocyanate salt could affect the calculations. 

All the dogs developed an avid thirst postopera- 
tively. This avidity for water persisted until the death 
of the animals, which occurred in from 35 to 62 days. 
In each animal there was extreme emaciation, but no 
edema at the time of death. 

In the last 2 dogs studied the total amount of fluid 
lost in the diarrheal stage during test periods and 
the amount of thiocyanate lost by the same route were 


492 International Abstracts of Surgery - November 1958 


determined, and this last value subtracted, together 
with a slight correction for the amount taken up by 
the erythrocytes, from the total amount of thio- 
cyanate injected. The remaining quantity was used to 
calculate the extracellular fluid. By this means it was 
determined that under the conditions of this study 
there was present an increase of water in the extra- 
cellular fluid. 

In trying to explain the electrolytic disturbances 
the authors turn to the loss of fluid and electrolytes 
through the bowel as the chief factor. The intestinal 
fluid loss relieves the extracellular reservoirs of their 
excess of water and explains the absence of the edema 
which would be expected to develop. 

The transudation through the wall of the intestine 
does not consist of water alone, but of the entire in- 
testinal succus. Since chlorides are excreted from the 
stomach and sodium from the intestine the sodium of 
the extracellular fluids is diminished with relation to 
the chloride ion with consequent tendency toward 
acidosis of hyperchloremic origin. 

Since the pH of the body fluids cannot transcend 
certain limits (4.4 to 4.7 pH), the body makes a des- 
perate attempt to dilute this concentration of chloride 
ion and withdraws water from the cells themselves. 
This last factor is, in the authors’ opinion, the cause 
of the cachexia and death of the animal. 

— John W. Brennan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Neonatal Osteomyelitis; A Disease Different from 
the Osteomyelitis of Older Children. A. Murray 
CriarkKE. Med. 7. Australia, 1958, 1: 237. 


Tuis Is an analysis of 24 cases of neonatal osteomyelitis 
that were observed during the past 5 years at the 
Royal Children’s Hospital in Melbourne. 

The bones involved were as follows: femur, 8 cases; 
the maxilla, 6 cases; humerus, 5 cases; vertebra, 3 
cases; clavicle, 2 cases; ulna, 2 cases; radius, 1 case; 
tibia, 1 case; talus, 1 case, and a phalanx, 1 case. 

One-quarter of the present series were cases of 
osteomyelitis of the maxilla. There were cases in which 
multiple bones were involved. 

The clinical course is similar to osteomyelitis in 
older children. There is little or no toxemia, pyrexia, 
or little systemic disturbance. Blood culture gives 
negative results. 

Roentgenological signs were present in all cases on 
the patient’s admission to the hospital. 

It is thought that in the minority of cases the osteo- 
myelitis is but an incident in the septicemia. 

Staphylococcus aureus was found in nearly all the 
cases in which pus was obtained and cultivated. All 
of the organisms cultivated were resistant to penicillin, 
80 per cent were resistant to streptomycin, and less 
than 10 per cent were resistant to aureomycin. 

It was thought that an infected thrombus, often 
originating in the umbilicus, was responsible for the 
infection. 

It was further thought that the latest antibiotics 
should be used in adequate dosage and for a sufficient 
time, 3 weeks being a minimum. At present erythro- 
mycin is the antibiotic of choice and should be given 
at the earliest possible time while sensitivity tests on 
the organisms are being carried out. 

—Richard 7. Bennett, M.D. 


Bone Cysts in the Long Bones; Pathology and Surgi- 
cal Treatment. (Les kystes essentiels des os longs; 
étude anatomo-pathologique et traitement chirurgi- 
cal), J. LerRANc and C. Nezetor. Rev. chir. orthop., 
Par., 1957, 43: 385. 


THE FIRST PART of this article is concerned with a 
study of the pathologic characteristics of bone cysts 
in 28 cases. The cysts commonly occur in children 
and adolescents (4 to 13 years of age), but one case 
of a bone cyst in a patient 59 years of age is cited. 
The cysts were most frequently found in the following 
bones: 19 in the humerus, 7 in the femur, and 2 in the 
tibia; and they were found more often in boys (21) 
than in girls (7). 

They were always located in the metaphysis, 
usually the proximal part, and in the fresh cases that 
were seen before any treatment or fracture took 
place, the full width of the metaphysis was occupied 
by the cyst and often enlarged. The cortex of the 
cyst was thin and bluish, especially in the humerus. 


Most cysts were unilocular. Multilocular cysts were 
only found in recurrences. There usually was a clear 
fluid inside the cyst. The inner wall was rough and 
covered with a thin greyish membrane which could 
easily be peeled off. 

The authors made a microscopic study of the 
bony wall, the inner membrane, the reinforced bone 
found at the bottom of the cyst towards the shaft, 
and the irregular crests on the walls. The areas of 
bone necrosis found in 23 of the 28 cases, especially in 
the reinforced bone at the bottom and in the crests, 
are a proof to the authors that the ischemic necrosis 
and circulatory insufficiency are the cause of bone 
cysts in contradiction with the commonly accepted 
theory that the necrosis is caused by the destructive 
process of the cyst. The authors are thus inclined to 
believe that bone cysts have the same causes as 
osteochondritis and juvenile epiphysitis. 

In the second part of the article the treatment of 
bone cysts in children and adolescents is discussed 
on the basis of 64 case histories of patients who 
were traced at least 2 years. It is generally accepted 
that healing occurs after a fracture or surgical treat- 
ment. (Spontaneous healing is not discussed in this 
paper.) Only 4 patients were not operated upon. 
According to the authors the best surgical technique 
combines a large trepanation, curettage, and the use 
of long bone grafts bridging the limits of the cyst. 
Autogenous bone is preferably used. 

— Joseph C. Mulier, M.D. 


Malignant Giant Cell Tumors (Ueber die malignen 
Riesenzellgeschwue'!ste). G. TAuBERT. Zbl. Chir., 1958, 
83: 209. 


THERE ARE still great discrepancies in the differential 
diagnosis of a true malignant tumor and a reactive 
granulomatous process. The spindle cells are part of 
the tumor together with the characteristic osteoclastic 
giant cells. Paget described them in 1853 as brown or 
myeloid tumors. According to Jaffe and Lichtenstein 
they belong to a group of semimalignant tumors. 
Stewart coined the term “‘osteoclastoma”’ emphasiz- 
ing the frequency of preceding trauma. There is a 
great similarity between osteolytic sarcoma and giant 
cell tumor. Secondary malignant changes are not too 
infrequent. Myerding in his series of 124 cases found 
23 to be malignant. The tumors have a predilection 
for the distal femur, ulna, and upper end of the tibia 
with an increase in occurrence between the ages of 20 
and 30. One case of a 13 year old boy with pain, 
swelling, and roentgenographic changes of the hu- 
meral head was first diagnosed as tuberculosis, later 
as osteitis fibrosa. After a delayed biopsy an inter- 
thoracoscapular amputation had to be carried out. 
There were multiple mitoses with proliferating spin- 
dle cells and giant cells with more than twenty nuclei. 
The mesenchymal type of osteoclastoma is considered 
by Herzog as a primary malignant tumor forming a 
special group between the benign osteoclastoma and 
the osteogenic sarcoma (Fig. 1). 





Fic. 1 (Taubert). Primary malignant osteoclastoma of 
the right ulna. 


In a 12 year old boy a painful swelling of the right 
ulna was noted. Histologically, a giant cell poly- 
morphonuclear sarcoma was diagnosed requiring 
amputation. Careful x-ray and clinical examination 
may rule out more benign borderline cases. The pri- 
mary malignant osteoclastoma seems to be less de- 
structive than the osteolytic sarcoma, but both re- 
quire radical surgery. Detailed microscopic pictures 
accompany this careful study. 

—Ernest H. Bettmann, M.D. 


The Myelosclerotic Syndrome of Carcinogenic Me- 
tastases of the Bone Marrow (Sull’evoluzione clinica 
ed istopatologica della sindrome mielosclerotica da me- 
tastasi cancerigne osteomidollari). L. Boccut and R. 
Starcicu. Chir. org. movim., 1957, 44: 434. 


‘THE PATIENT was a 70 year old male who had under- 
gone resection of the rectum 3 years before the first 
symptoms of bone involvement appeared. The lower 
third of the right tibia was swollen and walking was 
painful. A biopsy showed findings characteristic of 
those seen in chronic osteomyelitis or fibrous osteitis, 
with one exception: a single group of cells which ap- 
peared to be epithelial. This aroused the suspicion 
of an osteomedullary metastatic carcinosis. Under 
general care and cast immobilization the patient’s 
condition improved and he could walk without pain. 

A year later he returned with the same symptoms 
and a temperature of 38 degrees. There was increased 
emaciation and anemia. A second biopsy disclosed an 
adenocarcinomatous infiltration; there was also 
roentgenologic evidence of widespread metastatic 
invasion of the skeleton and lungs, and a blood picture 
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suggesting global insufficiency of the bone marrow 
(immature erythrocytes). 

The authors believe the observation reported sup- 
ports the theory that in the metastatic invasion of bone 
a defense reaction takes place in the connective tissue 
stroma of the bone marrow. The blood picture seemed 
to indicate that the response to the invasive insult may 
have been widespread. These changes appear to be 
primary and the bone changes secondary. 

In the second biopsy, a year later, the bone changes 
had progressed to a dense osteomedullary sclerosis. 

The finding of the solitary epithelial cell nest in the 
earlier biopsy examination leads them to doubt that 
sclerotic changes actually antecede invasion by 
neoplastic cells. 

The authors believe that the incidence of bone 
metastasis from malignant tumors of the internal 
organs may reach the surprising figure of 43 per cent. 

— John W. Brennan, M.D. 


Acute Streptococcal Myositis. A. M. Barrett and G. 
A. GresHaM. Lancet, Lond., 1958, 1: 347. 


Four FATAL Cases of this rare mostly tropical disease, 
acute streptococcal myositis, are described. It is char- 
acterized by acute febrile onset with pain and swelling 
in the muscles of a limb, and leads to profound 
toxemia with rapid feeble pulse, circulatory collapse, 
and death. In none of the 4 patients could the exist- 
ence of a true septicemia be proved, but the myositis 
could not be regarded as an incident. With the pres- 
ence of a spontaneous myositis the acute infection 
probably reached the muscle via the blood stream, 
but the portal entry of the infection into the body 
remained obscure. Unfamiliarity with this condition 
is the greatest obstacle to its diagnosis. Acute throm- 
bophlebitis may be suspected, but the absence of 
edema of the distal part of the limb and lack of 
engorgement of the superficial veins speaks against 
it. Sudden development of profound toxemia is one 
of the distinctive features of myositis. Failure to 
recognize the onset of this toxemia may have serious 
consequences. 

Since streptococci are sensitive to most antibiotics 
and infrequently become resistant, antibiotic therapy 
may give excellent results if instituted early, but 
even most extensive antibiotic therapy may prove 
unavailing when severe toxemia has already de- 
veloped. — Ernest H. Bettmann, M.D. 


Tenosynovitis Crepitans; Clinical Study of 167 Cases 
(Les ténosynovites crépitantes; Etude clinique de 167 
cas). S. Detmorre, J. Dutieu, and M. BELENGER. 
Acta orthop. belg., 1957, 23: 444. 


OF THE TOTAL NUMBER of patients who were treated 
in the Clinic for Industrial Injuries over a period of 8 
years, those afflicted with tenosynovitis (167 cases) 
represented only about 0.3 per cent. The sex inci- 
dence was about equal. The age incidence was great- 
est in the workers of 20 to 50 years of age, i.e., during 
the period of hardest work. Most cases involved the 
extensors with a marked predilection for the radial ex- 
tensors. They were involved in 51 per cent of the cases. 
The extensors were involved in 22 per cent at the level 
of the fingers and in 9 per cent at the level of the 
abductors and extensors of the thumb. Flexors were 
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involved in only 3 per cent. In the lower limb, the 
tendon of Achilles was most frequently involved. In 
the series of 7 cases (4 per cent) involving the lower 
limbs, the anterior leg was affected in one case and 
the toe extensors in another. Occasionally several 
groups of tendons may be involved. In 10 cases (6 
per cent) the tendons of the dorsal surface of the wrist 
were affected, and in 8 cases (5 per cent) those of the 
dorsal surface of the forearm. 

The cause of injury was given in 150 cases, remain- 
ing unknown in 17. The various causes listed in 143 
(95.3 per cent) cases of tenosynovitis involving the 
upper limb included 26 cases (17.3 per cent) of con- 
tusions, 19 (12.7 per cent) attributed to falls, 18 (12 
per cent) due to torsions, and 2 (1.3 per cent) due to 
violent single efforts, and in 3 (2 per cent) the cause 
could not be ascertained. 

Concerning the type of work engaged in at the time 
of the accident, it was recorded that 99 cases (59.3 
per cent) involving the upper limb occurred during 
heavy labor, 49 (29.3 per cent) during manual labor, 
and only 12 (7.2 per cent) during other types of 
employment. Of the cases involving the lower limb, 
4 (2.4 per cent) occurred during heavy labor, 2 (1.2 
per cent) during manual labor, and only 1 (0.6 per 
cent) during other types of employment. The period 
of latency between the time of injury and the appear- 
ance of symptoms averaged 3 days. As recorded in 
162 cases, work stoppage was from 1 to 8 days in 74 
cases, from 9 to 15 days in 46 cases, from 16 to 30 
days in 21 cases, and more than 30 days in 6 cases. 
It is emphasized that while 80 per cent of the patients 
were cured within 15 days, in 21 patients symptoms 
persisted for 16 to 30 days, and in 6 for more than 30 
days. 

The onset of tenosynovitis is usually sudden, its 
localization either at the musculotendinous junction 
or at the wrist, the former being more prevalent. The 
crepitation and edema may rise to the middle third 
of the forearm, while pain radiates almost to the 
origin of the muscle. Crepitation may be absent when 
edema is marked and extensive. Weakness is another 
marked symptom. Differentiation from sprain is fre- 
quently possible only after crepitation develops and 
the pain becomes localized to the tendon. Of course, 
tenosynovitis and sprain may coexist. However, pain, 
local edema, crepitation, and weakness are the 
pathognomonic symptoms. Low tenosynovitis cor- 
responding to the projection of the synovial sheath 
may develop without edema and very little pain, 
although crepitation and weakness are always pres- 
ent. However, this form is more resistant to treatment 
and more liable to recur. The highest incidence of 
tenosynovitis is in spring and autumn. 

Although strict immobilization is not always im- 
perative in the treatment of tenosynovitis, cure can- 
not be accomplished if the patient is permitted to 
continue at work. Pain and weakness are the criteria 
for immobilization. Other treatments in addition to 
immobilization have not yielded sufficiently improved 
results to warrant their routine application. Heat and 
rest yield best results. The treatment applied con- 
sisted of splints or casts with iodex or ichthyol alone 
or with infiltration and with or without physio- 
therapy. Also cortisone and fangotherapy were used 
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as adjuncts occasionally. Following removal of the 
splint or cast, the patient is required to make pro- 
gressive movements. If the pain then recurs after 24 
to 48 hours, the immobilization is resumed. When 
strength returns the patient is permitted to resume 
his occupation. Work is not discontinued if pain is 
slight and the loss of force compatible with his task. 
A short résumé is included of the 6 cases in which 
symptoms persisted for more than 30 days. 
—Edith Schanche Moore 


Eighteen Cases of Calve’s Disease; Vertebra Plana (18 
Faelle der Vertebra plana Calve). O. NerapovA, V. 
Hrsek, and J. ZEMANEK. Zschr. Orthop., 1958, 89: 457. 


CALVE’s DISEASE was first described in 1925 and is 
observed in both boys and girls between the ages of 
1 and 10 years. It predominantly affects the vertebrae 
of the lower thoracic spine, but occasionally also 
the middle and upper thoracic spine. The children 
usually complain of abdominal pain, limp, back pain, 
and in many instances demonstrate a peculiar gait. 
At first, the roentgenogram reveals a decrease of the 
height of the affected vertebra. It also shows areas of 
rarefaction within the body of the affected vertebra. 
These areas are often clearly demonstrated in plani- 
grams. In later stages of the condition, the vertebral 
body may be depressed to the size of a wafer. The 
intervertebral discs remain intact; occasionally, a 
soft tissue shadow is seen on either side of the affected 
vertebra, particularly on anteroposterior projections. 
This soft tissue shadow disappears after a short time 
as shown on subsequent roentgenograms. 
The treatment of this condition is symptomatic. 
—George I. Reiss, M.D. 


Transplantation of the Peroneal Muscles to the Cal- 
caneus Following Anterior Poliomyelitis (Il tra- 
pianto dei peronei sul calcagno nel piede talo polio- 
mielitico). M. Coté and A. SAN Martino. Chir. org. 
movim., 1957, 44: 483. 


Firty-stx transplantations of the peroneal muscles for 
deformities following poliomyelitis were carried out 
on 55 patients at the Rizzoli Institute, Bologna, Italy, 
in the years 1954-55. Twenty patients were treated by 
the transplantation operation, and 36 patients by the 
transplantation operation with stabilization of the 
skeletal component (double arthrodesis, anterior 
arthrodesis). 

The results were considered good in the cases in 
which the deformity was corrected, in which there was 
good supporting function in the knee joint, and in 
which the transplanted muscle or muscles gave active 
counterpressure against the palm of the examiner’s 
hand. Results were considered mediocre in the cases 
in which the deformity was corrected and in which 
the transplanted muscles functioned, but not against 
resistance. The results were considered poor in the 
cases in which the deformity only was corrected and 
in which the transplanted muscles did not contract, or 
contracted without producing any helpful effect. 

In general, the results were found to depend not so 
much on the age of the patient, or the time elapsing 
before operation as upon the selection of patients, that 
is, upon the condition of the circulation in the af- 
fected limb, and upon the extent of involvement of the 








muscles of the leg and thigh. Selection of the patient 
was Carried out with the words of Putti in mind, ““Ten- 
don transplantation in these instances of postmyelitic 
deformities and paralyses of the type described here 
cannot be expected to exercise any corrective func- 
tion; it can be expected to exercise at most a stabiliz- 
ing effect on the function of the involved limb.” These 
precepts were well exemplified in 4 of the authors’ 
patients for whom reintervention for the residual de- 
formity was necessary after the transplantation opera- 
tion. Following passive stabilization results in these 
instances were good in 3 and mediocre in one. 

The best results were obtained in 20 (83.8 per cent) 
of the 24 cases with so-called good results, in which 
the muscular function of the thigh was not seriously 
involved and the leg muscles (peronei, posterior 
tibialis) transplanted were fairly strong and with a 
normal response to electrical stimulation. 

In the 20 patients in whom the transplantation 
operation alone was carried out, results were good in 
12 and mediocre in 4; in the group with combined 
corrective and stabilizations measures (36 of the more 
severely involved patients) the results were good in 12 
and mediocre in 17. 

Operative techniques were not uniform. They 
usually consisted of some modification of the original 
Putti transplantation procedure. No modification of 
this method of dealing with talipes calcaneus is ad- 
vised in subjects with muscles of the limb markedly 
damaged; that is, those who would have to wear 
an orthopedic appliance under any circumstances, 
and those with a shortening of the limb of more than 
3m: — john W. Brennan, M.D. 
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The Surgical Management of Dupuytren’s Contrac- 
ture. ARcHIBALD McINpoge and R. L. B. BEARE. Am. 
J. Surg., 1958, 95: 197. 


DupuyTREN’s CONTRACTURE is caused by fibrosis of the 
palmar aponeurosis with extensions into the depth of 
the palm and into the fingers. The ring finger is most 
commonly affected, but the other fingers may also be 
affected. Dupuytren’s contracture can occasionally 
be observed in the plantar aponeurosis, but actual 
contracture of the toes is very rare. Occasionally 
fascial contractures can also be found around the 
penis (Peyronie’s disease, induratio penis plastica). 
Garrod, in 1893, described knuckle pads consisting of 
subcutaneous hard structures measuring about one- 
quarter inch in diameter. These pads are usually 
found on the dorsal aspect of the hand overlying the 
proximal interphalangeal joint. 

The etiology of Dupuytren’s contracture is un- 
known, but familial tendency has been found in one 
third of all cases. The possibility of trauma as a cause 
is questionable. The oriental, Negro, and American 
Indian races have a very low incidence of the disease. 
Males are affected more frequently than females in a 
ratio of about 7 to 1. Dupuytren’s contracture can be 
observed at any age, but it is usually a disease of 
middle and later life. 

There is an acute form of Dupuytren’s contracture 
in which a severe contracture of the fingers occurs 
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within a few months. In the usual case, the condition 
progresses gradually and reaches its most deforming 
stage within several years. In the first stage, only the 
palmar fascia is involved; in the second stage, there is 
minor contracture of the fingers and dimpling of the 
palmar skin; in the third stage, a considerable con- 
tracture of the finger exists, but even at this stage, a 
satisfactory result can be expected. In the fourth 
stage, secondary changes have occurred within the 
joints of the finger, and occasionally hyperextension of 
the terminal phalanges can be seen. Quite often in this 
stage, the finger is distorted, producing a “frozen 
finger.” The prognosis is very poor. 

The treatment consists of surgical excision of the 
contractures in the palm and in the fingers as soon as 
the diagnosis is made. A transverse incision is made in 
the palm of the hand along the distal palmar crease. 
Skin hooks are used to retract the skin edges, and this 
allows satisfactory excision of the contracture in the 
palm from the level of the thenar-hypothenar emi- 
nence to the metacarpophalangeal joints. A Z-incision 
is made over the contractures in the fingers; the con- 
tracted fascia is excised, and the flaps formed are 
allowed to fall together, allowing full extension of the 
fingers. The operation is done with the aid of a 
tourniquet, and postoperatively, the fingers are im- 
mobilized in extension. A night splint is worn for a 
prolonged period of time with fingers in extension; the 
splint is not worn in the daytime. A postoperative 
palmar hematoma should be evacuated as soon as 
possible. The loss of skin is usually observed in cases of 
a very thin, atrophic palmar skin, and if the apices of 
the Z flaps are made too thin, they occasionally 
slough. Skin grafting is practically never necessary. 
Occasionally vascular spasm causes a red, shiny, and 
painful hand. This complication is difficult to treat 
but usually responds to stellate ganglion blocks. The 
only contraindication for operative repair of Dupuy- 
tren’s contracture is rheumatoid arthritis. In the 200 
cases in which operation has been performed by the 
author, the results have been very satisfactory. The 
earlier in the course of the disease the operation is 
done, the better the result. —George I. Reiss, M.D. 


Treatment of the Sequels of Volkmann’s Ischemic 
Contracture (Traitement des séquelles de la maladie 
de Volkmann). Marcet Févre and JEAN JupeET. Rev. 
chir. orthop., Par., 1957, 43: 437. 


THE AUTHORS studied 25 patients who were treated 
for sequels of Volkmann’s contracture. Twenty 
surgical procedures on bones and muscles were per- 
formed. Surgical treatment is useful to diminish the 
contractures but for the cases in which the paralysis 
is the dominant factor, no useful operation is available 
at present. 

Lengthening of the tendons gave poor results in all 
cases, shortening of the skeleton poor results in half 
of the cases, and the best results were obtained with 
Page-Scalgietti’s procedure, which was used in 8 
cases. 

In the Page-Scalgietti operation all flexor muscles 
of the wrist and the fingers are freed from the ulnar 
epicondyle, the shaft of the ulna, the radius, and the 
interosseus membrane. Furthermore, all muscle bellies 
are freed individually. The ulnar nerve is dissected 
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first and transposed anteriorly. The procedure is 
followed by the application of a plaster cast in a 
position of correction but without hyperextension. 
Active postoperative mobilization must start around 
the tenth postoperative day. Elasticity of the extensor 
muscles should be regained by passive stretching 
exercises. 

In one case which is described, the extensor muscles 
were also freed from their skeletal insertions and a 
good result obtained. —Foseph C. Mulier, M.D. 


Dowel Intervertebral Body Fusion as Used in Lum- 
bar Disc Therapy. Ben R. WiLTBERGER and KEN- 
NETH H. Apsortt. 7. Internat. Coll. Surgeons, 1958, 29: 
204. 


DowEL INTERVERTEBRAL BODY FUSION IS A new pro- 
cedure which has been carried out in 94 cases with 
a follow-up study of 3 months to 5 years. It consists 
in preparing drill holes between the vertebral bodies 
across the intervertebral disc space, followed by em- 
bedding of dowels of autogenous or homogenous bone 
grafts. The indications for such fusion are as follows: 
gross evidence at the time of operation of an unusually 
mobile vertebra in a patient with longstanding back- 
ache in laborers who have to return to heavy work, 
recurrent backache after lumbar disc operation, with 
or without sciatic pain, and symptomatic spondylo- 
listhesis. 

The dowel method offers the following advantages: 
the graft is in perfect contact with the recipient side 
and under compression, the prerequisite for osteo- 
genesis. It is a relatively short atraumatic procedure 
with the dowel acting as a plug to aid hemostasis, 
prevent disc extrusion, and avoid injury to vascular 
structures. Little donor bone is needed, and the poste- 
rior type of fusion can still be carried out. 

There are, however, some disadvantages expounded 
by the author as follows: risk of injury to the dura 
and nerve roots; possibility of wound infection of the 
vertebral bodies, possibility of injury to the large an- 
terior vessels, and of posterior extrusion resulting from 
inadequate fixation. 

After disc resection, either a unilateral partial or 
bilateral procedure is done with thorough removal of 
the degenerated nucleus pulposus. This is made easier 
by distraction of the vertebral bodies with a laminar 
spreader after cutting away the interspinous lig- 
aments. After retracting the nerve root and dura 
medially, a circular opening is made between the 
laminae with a Iliff trephine on an oscillating saw, 
and a diagonal cylindrical hole is cut between the 
vertebral bodies. Iliac dowels from the posterosuperior 
iliac spine are used. The details of the rather compli- 
cated operative procedure should be read in the 
original article. Of 56 operations, 2 (5 per cent) 
resulted in nonunion; there were 2 cases of wound 
infection. — Ernest H. Bettmann, M.D. 


The Treatment of Tuberculous Disease in the Region 
of the Spinal Canal (Zur Behandlung der tuberkuloe- 
sen Erkrankungen im Bereich des Spinalkanals), WiL- 
HELM Grote and Friepricu Pampus. Langenbecks Arch. 
u. Deut. Kschr. Chir., 1957: 286: 123. 


TupercuLous Diseases in the spinal region are en- 
countered in several different forms: (1) epidural sup- 
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puration and intervertebral disc abscesses, (2) an 
infection of the soft tissues and bone around the spinal 
cord, (3) meningomyelitis tuberculosa, (4) tubercu- 
loma of the cord or cauda equina, and (5) cord com- 
pression due to dislocated vertebrae or sequestra after 
fracture of a carious vertebra or due to bony apposi- 
tion following periostitis. 

Epidural suppuration seldom is caused by hematog- 
enous spread. Rather, it develops from a tuberculous 
focus in a vertebra or intervertebral disc. An intra- 
spinal abscess produces the picture of extramedullary 
tumor, but an intervertebral disc abscess causes nerve 
root compression. The early stages of such a process 
are difficult to diagnose by x-ray. When the disease 
spreads within the vertebrae in a sagittal or frontal 
direction, local pain without accompanying neuro- 
logic signs may be the first manifestation of the disease. 

Chronic tuberculous periosteal disease is often the 
cause of a painful neuralgia or compression of the cord 
because of the subperiosteal formation of new bone. 
If the symptoms of intervertebral disc injury are re- 
fractory to the usual methods of treatment, operative 
intervention is indicated. Before this is undertaken it is 
important to determine whether or not other foci of 
infection can be demonstrated by x-rays. 

Schmorl stated that the intervertebral disc becomes 
avascular at about 25 to 30 years of age. With this 
point in mind, it is difficult to understand how 
tuberculous abscesses of the intervertebral disc can 
arise on an embolic basis. Probably there has first been 
an injury to the disc, with regeneration of vessels into 
the disc, before the embolization of tubercle bacilli 
occurred. Epidural suppuration, if sufficiently ad- 
vanced, may result in a transverse myelitis syndrome 
caused by compression of the cord or cauda equina. 
This process usually begins as irritation of the nerve 
roots and gradually progresses to the transverse 
myelitis syndrome. As soon as signs of cord compres- 
sion have developed, operative intervention is manda- 
tory. A few hours delay may be of decisive importance. 
Naturally, vigorous treatment with tuberculostatic 
drugs is also indicated. In recent years, the age distri- 
bution of patients with vertebral tuberculosis has 
shown an increased incidence in the third decade of 
life. 

Leptomeningitis spinalis may occur as a localized 
disease, or as a part of a cerebral tuberculous meningi- 
tis. In 70 cases of tuberculous meningitis, a spinal 
component was present 31 times. Leptomeningitis 
spinalis in the beginning is manifested by radicular 
sensory and motor irritation phenomena caused by 
irritation of the intradural portion of the nerve root. 
The usual clinical signs associated with meningitis are 
also present. Leptomeningitis spinalis may be fatal if 
the subarachnoid space is obliterated by gelatinous or 
caseous exudates. The intrathecal administration of 
tuberculostatic drugs then becomes difficult, or im- 
possible. 

Leptomeningitis circumscripta spinalis tuberculosa 
may begin as a mild serous meningitis with only trivial 
neurologic findings. Irritation of the nerve roots due to 
the presence of the disease in the nerve roots and spinal 
ganglia may produce the predominant symptoms, 
while the inflammation of the meninges produces few 
clinical signs. In spite of the mild nature of the in- 





flammatory process, the pia mater and the arachnoid 
may become agglutinated. This condition leads to 
disturbances in the circulation of the cerebrospinal 
fluid and to the formation of a subarachnoid cyst 
(arachnoiditis adhesiva cystica). This subarachnoid 
cyst is a space-occupying lesion which may cause spinal 
cord compression. A definite diagnosis is possible only 
after operative exposure. Even at operation the ad- 
hesive arachnoiditis may not be noted since, when the 
dura is opened, the contents of the cyst are evacuated. 

Treatment in cases without cord compression should 
be conservative. Tuberculostatic drugs are given 
orally and intrathecally. The modern tuberculostatic 
drugs cross the blood-cerebrospinal fluid barrier 
readily, but repeated intrathecal administration of the 
drugs is advantageous. The local inflammatory prod- 
ucts can be washed out, and the free flow of cere- 
brospinal fluid may be re-established by repeated 
irrigations. Treatment of fibrinous adhesions with 
hyaluronidase has met with variable success and has 
not become a standard form of treatment. The oral 
and intrathecal administration of iodine as described 
by Buschiano has also produced relatively good re- 
sults. The intrathecal administration of drugs when 
the subarachnoid space is obliterated may be very 
difficult. Consequently, one ought to try to inject the 
tuberculostatic drugs above the site of the blocking. If 
symptoms of cord compression appear, operation is 
mandatory. After evacuation of the subarachnoid 
cyst, the prognosis is usually favorable. 

Pachymeningitis spinalis is analogous to cerebral 
pachymeningitis. It occurs when there is hematoge- 
nous spread from the diseased tissues surrounding the 
spinal canal or from carious bone. The blood borne 
type of spread has a predilection for the cervical 
region where it produces a syndrome known as 
pachymeningitis cervicalis hypertrophica. Pachymen- 
ingitis spinalis arising from carious vertebrae is called 
pachymeningitis externa, and occurs predominantly in 
the thoracic region. 

Inflammatory adhesions between the dura mater, 
arachnoid, and pia mater may frequently produce 
obliteration of the subdural space. As a result of 
obliteration of the nutrient vessels additional cord 
injury may appear. In addition, the formation of 
plaques and tumorlike masses may cause cord or nerve 
root compression, thus simulating an extramedullary 
tumor. Syringomyelialike symptoms have also been 
observed. 

Tuberculous myelitis occurs most often in the lower 
thoracic and upper lumbar regions. It may occur 
alone or in combination with various forms of men- 
ingitis or myelomeningitis. The clinical picture cor- 
responds to that of intramedullary tumors. The es- 
sential feature for the differential diagnosis of tubercu- 
lous myelitis from extramedullary processes is the 
dissociated sensory disturbances which occur in the 
former when the softening of the cord is incomplete. 
With a wider spread of the disease, a more or less 
complete transverse myelitis develops. Myelography 
may be of assistance in the diagnosis here, since often 
a tuberculous arachnoiditis accompanies the myelitis. 
However, in pure tuberculous myelitis there may be a 
completely free flow of cerebrospinal fluid. This finding 
has no therapeutic or prognostic significance. 
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Tuberculoma of the spinal cord can be blood borne 
or can arise from extension of a tuberculous process in 
the meninges. The tuberculoma is usually located in 
the more vascular gray substance of the cord. It is 
much less common than cerebral tuberculoma. When 
compared with the incidence of the other cord tumors, 
tuberculoma of the spinal cord is almost a rarity. 
Tuberculoma of the cord cannot be treated con- 
servatively; operation is definitely indicated. However, 
the prognosis following surgical treatment is poor at 
best. The results of surgical intervention in extramedul- 
lary tuberculomas are more satisfactory. In each case 
surgery is supplemented by vigorous therapy with 
tuberculostatic drugs. —Robert D. Larsen, M.D. 


Arthroplasty for Ankylosed Knee Joint. Tamrxazu 
Amako. Ryushu J. M. Sc., 1957, 8: 189. 


Numerous METHODS of arthroplasty for ankylosis of 
the knee joint have been reported. The author pre- 
sents his metho1 with a brief consideration of the 
results of its use in patients. 

The type of skin incision must vary with the in- 
dividual case and the degree of ankylosis, the type of 
scar, and the position of the joint. The inverted ““U” 
incision, Payr’s incision, and Textor’s incision are all 
described, the author’s preference being that of 
Textor. The advantages and disadvantages of each 
are presented. If there is a bony ankylosis, the bones 
must be separated with saw and chisel until the 
bones are restored to their original position. Frac- 
turing of the surfaces by bending the joint must be 
avoided. In fibrous ankylosis, the adherent bones must 
be completely separated with the knife and scissors. 
The patella need not be removed. Resection of the 
meniscus and the cruciate ligaments is necessary but 
the collateral ligaments are preserved. Shallow con- 
cavities are made on the tibia to accommodate the 
femoral condyles. Each is polished with a file and the 
surface is then covered with a sheet of chromicized 
fascia. This membrane was originally devised by 
Jinnaka and Kono. It is excised from the fascia lata 
and chromicized in a manner which is described in 
detail. The joint capsule is then sutured, the quad- 
riceps tendon being lengthened before closure. 

Scars in the femoral muscles may be excised, or if 
long and cordlike, may be lengthened. In some cases 
if it invades the quadriceps tendon, the tendon is 
separated and a piece of chromicized fascia placed 
beneath it. If the patellar tendon is ruptured, it is 
approximated with a pull through suture of wire. 

An essential part of the after treatment is voluntary 
contraction of the quadriceps muscle many times 
daily. About 2 weeks after operation, extension with 
a wire through the tibia and fibula is begun and con- 
tinued for about 2 months. Massage is started at 
about this time. Walking and weight-bearing are 
begun after the above course of training is well- 
established and the joint support good. 

Fifty patients have been treated by this operative 
procedure. The results have been surveyed from 6 
months to 5 years after treatment. The result is based 
on the amount of pain present, the mobility of the 
joint, the ability to walk, and the ability to return 
to the patient’s occupation. Excellent results were 
achieved in 16 patients (32 per cent), good in 22 (44 
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Fic. 1 (Chiari). 


per cent), fair in 11 (22 per cent), and poor in 1 
patient (2 per cent). There was little difference in 
the result in fibrous or in bony ankylosis. It was more 
apt to be poor if the ankylosis was caused by tubercu- 
losis. Duration of ankylosis altered the result very 
little. The degree of scarring and location of the scar 
did alter the result. 

The author believes that this type of arthroplasty 
with the use of autogenous chromicized fascia is a 
reliable method of treatment of ankylosis of the knee 
joint. —Donald C. Geist, M.D. 


The Treatment of Injuries of the Cruciate Ligaments 
(Behandlung der Kreuzbandverletzungen), K. N1EpDE- 
RECKER, Chir. Praxis, 1957, 1: 471. 


THE NORMAL FUNCTION of the cruciate ligaments is 
important in both the flexion and extension of the 
knee joint. Upon flexion of the knee joint, the cruciate 
ligaments are wound one upon the other to maintain 
proper apposition of the joint surfaces. Most injuries 
to the cruciate ligaments occur with the knee in a 
flexed position. As a rule, injuries to the cruciate liga- 
ments occur in combination with injuries to other 
structures of the knee joint. A tear of the anterior 
cruciate ligament is associated with an injury to the 
medial meniscus and the medial collateral ligament. 
A tear of the posterior cruciate ligament, which occurs 
less frequently, is associated, as a rule, with a tear of 
the lateral meniscus and the lateral collateral ligament. 

A positive “push and pull’ sign may or may not be 
present in cases of a torn anterior cruciate ligament. 
The cruciate ligaments may be avulsed, frayed, or par- 
tially torn. A completely torn cruciate ligament, as a 
rule, does not heal spontaneously. Donoghue recom- 
mends immediate surgical repair of the torn ligament; 
the author feels that operative repair of the cruciate 
ligament is indicated only in cases in which the dis- 
turbed function of the knee joint makes it impossible 
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Fic. 2. 





Fic. 3. 


for the patient to return to his usual occupation. The 
extra-articular methods have lost their popularity in 
recent years. They consisted of fixation of strips of 
fascia from the patella to the upper third of the tibia, 
or of crossing two strips of fascia through the knee 
joint. The author employs a partially torn meniscus in 
the repair of the torn cruciate ligament. The meniscus 
is separated until only its posterior horn remains 
attached. It is then sutured to the torn cruciate liga- 
ment, both structures being kept under tension. The 
meniscus is then pulled through a bore-hole in the 
anterior tibia and anchored. All of the patients re- 
turned to their usual occupation, and there were no 
complications. —George I. Reiss, M.D. 


Surgical Results in Cases of Fibrous Dysplasia (Resul- 
tate der Operation bei fibroeser Knochendysplasie). 
K. Curart. Wien. med. Wschr., 1958, 108: 149. 


THIs CLINICAL anatomic entity is in no way related to 
Recklinghausen’s osteitis fibrosa generalisata with 
parathyroid disease and calcium disturbances. The 
typical symptoms are cystic areas which start in early 
childhood and are arrested spontaneously around 
puberty. Frequently premature puberty and skin nevi 
are observed. The most common complications are 
spontaneous fractures which require occasional 
curettage and packing with bone chips. 

Four cases are described, one of them with severe 
femoral deformities (Fig. 1), and one with pubertas 
praecox, cafe au lait pigmentations, sku!l asymmetry, 
scoliosis, and marked deformities of both lower ex- 
tremities (Figs. 2, 3). Surgical procedures should be 
limited to simple operations (osteotomy, onlay graft, 
and packing of cavities) since the bone-forming 
mesenchyma may become irritated and undergo 
metaplasia into pathologic proliferative tissue, espe- 
cially during the florid stage. 

—Ernest H. Bettmann, M.D. 
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An Experimental Study of Epiphysial Stapling. Ta- 
MIKAZU AMAKO and KazutTami Honpa. Ayushu 7. M. 
Se., 1957, 8: 131. 


THE RESULTS of an experimental study of epiphysial 
stapling are presented by the authors. 

Healthy infant rabbits were used. Steel wire staples 
were inserted at the epiphysis. The tibial site was 
fixed on both sides. After certain periods, the animal 
was sacrificed and histologic and roentgenologic 
studies of the bone were done. 

Growth retardation was conspicuous after 3 weeks. 
If only one side was fixed, complete inhibition of 
bone growth was not seen. If two staples were used, 
either bilaterally or unilaterally, growth was com- 
pletely prevented. If the staple was removed after a 
limited time, temporary growth acceleration was seen 
on the fixed side. Growing power was completely 
stopped after 5 weeks of staple fixation. The shorter 
the duration of fixation, the poorer the acceleration 
of bone growth after removal of the staple. 

—Donald C. Geist, M.D. 


FRACTURES AND DISLOCATIONS 


Occult Fractures. Rupotpu S. Reicu and Norman J. 
RosenBerG. 7. Am. M. Ass., 1958, 166: 563. 


AN OCCULT FRACTURE gives clinical signs of its pres- 
ence but cannot be demonstrated by x-ray examina- 
tion until reparative changes have occurred. When 
the cardinal signs of fracture are present, the responsi- 
bility for diagnosis lies with the clinician, and the 
roentgenogram is only an aid to diagnosis. A false 
sense of security engendered by negative roentgeno- 
grams can be disastrous. Great numbers of undis- 
placed fractures remain undiagnosed because the 
suspected area is not properly centered on the roent- 
genograms. The careful clinician, as he examines an 
injured limb, should pinpoint the site of maximum 
tenderness and swelling to the technician. It is likely 
that there is no bone in which occult fractures do not 
occur, but any bone of which the surface is palpable 
should not for long remain the site of an undiagnosed 
fracture even without x-ray confirmation. Lamino- 
grams and magnification techniques tend to reduce 
the number of occult fractures. 

In joint fractures the presence of fat droplets in the 
hemarthrosis is pathognomonic. 

Occult fractures should be diagnosed and treated 
positively. 


Comminuted Fractures and Fracture-Dislocations 
Involving the Articular Surface of the Humeral 
Head. Rosert A. Knicut and Juan A. Mayne. 
F. Bone Surg., 1957, 39-A: 1343. 


THE AUTHORS evaluate end results in a series of 40 
patients suffering from comminuted fractures and 
fracture-dislocations involving the articular surface of 
the humeral head and treated by various methods in 
use prior to the advent of prosthetic procedures. The 
patients have been traced a minimum of 1.25 years; 
the average period of follow-up after injury was 5.3 
years. The fractures would all belong in the supra- 
tubercular group under Kocher’s classification. The 
results were evaluated by the method of Santee. Ab- 
duction was measured in degrees with the scapula 


fixed (60 degrees of abduction was considered good), 
External rotation was first determined with the 
shoulder in maximum abduction and with the elbow 
flexed. The range was considered good if the forearm 
moved up to or beyond the plane of the body. Ex- 
ternal rotation was next determined with the arm 
adducted and the forearm flexed. The range of ex- 
ternal rotation in adduction was considered good if it 
permitted 20 degrees or more of external rotation be- 
yond the sagittal plane. Internal rotation, determined 
in the abducted position with the forearm flexed, was 
considered good if the forearm could be brought 
down to a point 45 degrees below the horizontal. 
Such a range of motion allows a patient to carry out 
all reasonable and normal activities, provided that 
strength and endurance are adequate and that pain 
is minimal. No patient in this study was considered to 
have had a satisfactory result unless he could perform 
these motions, exhibited good strength and endurance, 
and had very little or no pain. A result can usually be 
determined with fair accuracy at the end of one year 
following injury, but in several instances necrosis and 
collapse of the humeral head progressed for a con- 
siderably longer period of time. 

The cases were classified into various groups de- 
pending on the exact type of fracture and the results 
analyzed individually. Numerous roentgenograms are 
reproduced to illustrate the study. Avascular necrosis 
and degenerative changes in the humeral head were 
a frequent finding, both in those patients who had 
been operated upon and in those who had not. It 
appears that open reduction predisposes toward avas- 
cular necrosis. The authors believe that the results 
would have been materially better in several patients 
if acromionectomy had been performed at the time of 
the original operation. The results of treatment in this 
study were acceptable to the examiners in only 50 
per cent of the cases, and to the patients in 60 per 
cent of the cases. The authors further believe that 
comminution of the humeral head or even dislocation 
of the head fragment is a positive indication for the 
insertion of a prosthesis. Prosthetic arthroplasty would 
have to yield definitely improved results over a long 
period of time to justify its routine substitution for 
open reduction and internal fixation. 

—Bernard C. Gerber, M.D. 


Traumatic Dislocation of the Distal Radioulnar Joint 
(Ueber die traumatische Luxation im distalen Ra- 
dioulnargelenk). Hans BetTe. Cschr. Orthop., 1958, 89: 
497. 


THE DISTAL RADIOULNAR JOINT is a pivot joint. There 
is circular motion between the distal end of the 
radius and the fixed ulna, and movement between 
the distal end of the ulna and the triangular articular 
disc. The joint is reinforced by volar and dorsal 
ligaments. The ulnar collateral ligament is a powerful 
structure uniting the ulnar styloid with the triquetrum 
and pisiform bone. The interosseous membrane as 
well as the pronator quadratus muscle also contribute 
to the stability of the distal radioulnar joint. In cases 
in which a fracture of the ulnar styloid occurs, it can 
readily be seen that the articular disc loses its point 
of insertion and may interfere with the normal func- 
tion of the radioulnar joint as well as the radiocarpal 
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joint. Dislocation occurs often with fracture of the 
shaft of the radius following direct trauma to the distal 
end of the ulna and fractures of the shaft of the ulna. 
In most cases the distal end is displaced dorsally. 
The dislocation can easily be reduced, but the ulna 
returns quickly to its dislocated position as soon as the 
immobilizing force is reduced. The roentgenograms 
reveal a widening of the space between the radius 
and the ulna with slight ulnar deviation of the ulna. 
The patients usually complain of weakness in the 
wrist joint and pain following strenuous use of the 
affected wrist and hand. 

In cases of fracture of the distal end of the radius, 
accurate reduction of the fracture will, as a rule, 
reduce the associated radioulnar dislocation and 
result in a stable reduction. In cases of dislocation of 
the distal radioulnar joint, B6hler recommends that 
traction be applied with the forearm in pronation, 
and after reduction, that a cast be applied for a period 
of 4 weeks. 

In cases of chronic dislocation of the distal radioul- 
nar joint, several operative procedures are recom- 
mended: (1) resection of the distal end of the ulna, 
(2) osteotomy of the ulna with shortening of the 
bone, (3) fascial sling operation with fixation of the 
ulna in close proximity with the radius, and (4) 
the Lauenstein’s procedure in which a 1 inch long 
piece of ulna is removed about 2 inches proximal 
to the ulnar styloid processes. 

The author uses an oblique osteotomy on the ulna, 
about 3 inches proximal to the distal end of the 
ulna, and a fascia sling operation around the distal 
end of the ulna. —George I. Reiss, M.D. 


Unusual Cases of Traumatic Dislocation of the Hip in 
Children (Formes rares de luxation traumatique de 
la hanche chez les enfants). TH. Economu, N. Gavri- 
tira, and N. Nastase. Lyon chir., 1958, 54: 203. 


THE AUTHORS present the case histories of 2 children, 
one 11 and the other 12 years of age, the first with a 
bilateral traumatic dislocation of the hip joint and the 
second with a recurrent traumatic dislocation. 

In the patient with a bilateral dislocation healing 
was obtained with reduction and immobilization for 2 
months. 

The second patient suffered a traumatic dislocation 
which was reduced after 11 days, without immobiliza- 
tion in a cast. Two years later a fall with the hip 
hyperextended caused a second dislocation, which was 
reduced. The dislocation recurred again 2 years later. 
An arthrogram of the hip joint showed that the 
articular capsule was ruptured. 

The authors insist on sufficient care following reduc- 
tions of dislocations of the hip. They recommend an 
immobilization and no weight-bearing for 2 months. 

— Joseph C. Mulier, M.D. 


Care of the Infant with Congenital Subluxation of 
the Hip. Paut C. Cotonna. 7. Am. M. Ass., 1958, 166: 
715. 


THE AUTHOR reviews the records of 52 cases of 
dysplasia of the hip, occurring in 45 patients observed 
at the Hospital of the University of Pennsylvania dur- 
ing the past 5 years. Thirty-eight of the 45 patients 
had typical subluxation and 7 infants had dislocations. 





There were 39 girls and 6 boys in this group. The 
study is confined to children less than 18 months of 
age whose treatment was restricted to conservative 
measures. 

The causes of hip dysplasia are familial and genetic 
in many cases, hormonal and mechanical in others. 
As for the frequency of dysplastic hips, the author’s 
investigation reveals a little better than one in every 
1,000 infants examined. 

Signs which are symbolic of subluxation are Orto- 
lani’s ‘“‘click”, Putti’s triad, and the characteristic 
roentgenologic picture. 

In none of the 52 hips was any surgical interference 
carried out. Treatment with splints and casts in the 
age group in the author’s series gives good results. 
Surgery is contraindicated because of the poor results 
achieved. The Carruther-Freiberg splint was used in 
the majority of the author’s cases and was satisfactory. 
Duration of the treatment varied from a few months 
in the mild cases to as long as 24 months in the severe 
form of hip dysplasia. The termination of treatment is 
contingent upon the x-ray studies rather than the 
calendar. Excellent results were observed in 91.7 per 
cent of the 38 patients with subluxation. Failure was 
encountered in 8.3 per cent of the infants who were 
treated in the present series. 

—Samuel L. Governale, M.D. 


Early and Late Results of Treatment of Congenital 
Dislocated Hips (Frueh und Spaetergebnisse der sog. 
angeborenen Hueftverrenkung unter Beruecksichti- 
gung der jeweiligen Behandlung). W. HEIPEerTz. 
Kschr. Orthop., 1957, 89: 328. 


‘THE AUTHOR reports a study of 199 patients with 301 
congenital dislocations of the hip joint who were fol- 
lowed up at early and late intervals. The patients 
were subdivided into three groups: early end results 
from the end of treatment until the time of inde- 
pendent weight bearing, intermediate end results or 4 
to 6 year follow-up, and remote end results with a 
follow-up to the age of 21. 

The evaluation was based on examination of the 
roentgenograms, especially the appearance of the 
femoral head, acetabulum, axio-cervical angle, and 
antiversion. They were found to be closely related to 
the clinical symptoms the patients exhibited at the 
time of examination. 

From the evaluation the author has found that the 
earlier the treatment begins the better the end results to 
be expected. The ratio in the first year of treatment 
was 25 good results to 1 poor; in the second year 3 
good to 1 peo; and in the third year 2 good to one 
poor; later in life it was reversed to 1 good to 2 poor. 
From the studies it is also apparent that the methods 
of treatment have greatly improved the prognosis. At 
present, good results may also be expected in cases in 
which closed reduction is unsuccessful. The use of the 
arthrogram and open reduction have contributed to 
good end results. Today a good end result can be 
expected in one hip out of two as compared with one 
out of four several years ago. In the future the end 
results will probably be even better because of early 
diagnosis and constantly improving methods of treat- 
ment. Several tables and roentgenograms are included 
in the article. —George B. Wichman, M.D. 
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Arthrodesis with Preliminary Traction Lowering of 
the Femoral Head in the Treatment of Congenital 
Luxation of the Hip (L’abbassamento-artrodesi nel 
trattamento della lussazione congenita inveterata dell’- 
anca). S. Brancirortr and G. Lanciorti. Chir. org. 
movim., 1957, 45: 135. 


THIRTY-ONE INSTANCES Of unilateral dislocation of the 
hip joint observed in the surgical practice of Delitala 
and Pais at the Rizzoli Institute, Bologna, Italy, dur- 
ing the years 1954 and 1955 are reviewed by the 
authors. Of essential aid in the operation and in pro- 
curing good results has been the screw-bolt de- 
veloped by Goidanich (Fig. 1). ‘ 

The technique consists of a preliminary lowering of 
the dislocated head of the femur by means of traction 
with a weight (at times as great as 30 kgm.) sus- 
pended from the transcondylar pin appliance. In 2 
very stubborn cases the traction pull was supple- 
mented by operative incision and excision of the con- 
tracted tissues. This supplementary technique usually 
included detachment of the psoas muscle and the mus- 
cles of the pelvitrochanteric group, and removal of 
the contracted joint capsule. With this method it has 
nearly always been possible to lower the femoral head 
sufficiently for arthrodesis; its main purpose has been 
to avoid neurovascular accidents and complications 
which might result from the forcible stretching inci- 
dent to reduction of the dislocation. 

The joint cavity is exposed through an antero- 
lateral, curved incision, the femoral head and acet- 
abulum are prepared, and the limb immobilized in a 
position of flexion (15 to 20 degrees) and midway be- 
tween the positions of adduction and abduction, and 
of internal and external rotation. This position is con- 
sidered the ideal one for the function of ambulation. 

The Goidanich screw or bolt, with its wood screw 
type of threading, is passed through the opening in 
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the illustrated flange, into the trochanter and upward 
through the neck and head of the femur and floor of 
the acetabulum. The flange extends downward for a 
distance of 26 mm. and is fixed to the shaft of the 
femur by a smaller screw. An iliotrochanteric bridg- 
ing bone transplant, taken from the ala of the iliac 
bone, is usually added. By this method a firm arthro- 
desis is usually procured in about 6 months’ time; 
most of this period the patient spends in a plaster 
cast. Emphasis is placed on supplemental physio- 
therapy (Bier’s caloritherapy, massage, and active and 
passive mobilization) designed chiefly to prevent stiff- 
ening at the knee joint. 

After this procedure any abnormality of gait in 
walking has become scarcely noticeable. The weight- 
bearing functions of the limb have been strengthened 
and the esthetic results have been remarkable. 

The authors prefer not to advise this operation be- 
fore the fourteenth and after the fiftieth year of life. 

—John W. Brennan, M.D. 


Can Congenital Dislocation of the Hip Be Prevented? 
Juutus Hass. NV. York State 7. M., 1958, 58: 847. 


PREVENTION of congenital dislocation of the hip is 
reasonable to expect. If the congenital dysplasia which 
is present is determined early enough, preventive 
treatment may be started. 

Congenital dysplasia in the newborn can be demon- 
strated roentgenographically. In a comparative roent- 
genogram of both hips if a line is drawn between the 
Y-cartilages and a second line along the roof of the 
acetabulum, these two lines form an angle of 20 de- 
grees, which is called the acetabular index. An index 
of 30 degrees or more is pathologic and indicates con- 
genital dysplasia. Congenital dysplasia may heal 
spontaneously without dislocation. However, in the 
majority of patients the femur is displaced upward at 
the end of the first or beginning of the second year 
causing dislocation at the joint. 

Various methods of preventing dislocation have 
been reported by others. The author prefers an ab- 
duction bar applied in front of the thighs and main- 
tained in position by two thin, circular bands on each 
thigh. Treatment should be begun within the first 
6 months of life. It should be continued for at least 
9 months. If the acetabulum is then found inadequate, 
the use of the bar should be continued for 3 months 
or longer. 

The author has treated 24 patients in this manner 
with complete anatomic and functional care secured 
in every patient. It is believed that every newborn in- 
fant should have the benefit of x-ray examination 
of both hips to determine if dysplasia is present and 
that, if it is, preventive treatment should be instituted 
promptly. —Donald C. Geist, M.D. 


Fracture of the Lateral Condyle of the Tibia in Pa- 
tients More Than 50 Years of Age (Fractures du 
plateau tibial externe chez les sujets de plus de 50 ans). 
JEAN Pitter. 7. chir., Par., 1958, 75: 72. 


THIs FRACTURE, which is caused by a lateral force 
exaggerating the valgus position of the leg, is being 
treated by various methods. Three groups can be 
distinguished: (1) conservative treatment, (2) surgical 
approach without entering the knee joint, and (3) 
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surgical approach through the joint cavity. Each of 
these methods has its disadvantages, incorrect and 
inefficient reduction with the conservative or extra- 
articular approach and increased danger of post- 
surgical arthritic disability with the intra-articular 
approach. In order to study the influence of the 
nonsurgical and surgical approach upon the functional 
end result, the author selected patients who were 
more than 50 years of age. These patients, because of 
their age, should be quite uniformly prone to develop- 
ment of postoperative arthritic changes. 

The long term therapeutic results were assessed 
according to the patient’s ability to flex the knee 
joint, ability to walk, patient’s general activity, and 
the presence or absence of pain. The results were 
classed as excellent (20 points), good (19 to 16 points), 
medium (15 to 13 points), and poor (under 13 points). 
Between 1947 and 1956 43 cases of fractured lateral 
condyle of the tibia were seen. The over-all results in 
the 32 cases with long term follow-up were: 


Excellent.... 5 (median age 59.2) 


Good....... 14 (median age 59.3) 
Medium.... 8 (median age 60.2) 
Poors: 2.4. 5 (median age 55.8) 


Thus age of the patient did not influence the over-all 
end result in any way. The median age of the 23 
patients who were operated upon was 58.9 and of 
the 20 conservatively treated patients was 61. The 
results in either group were not influenced by the 
patient’s age. 

The fractures without depression of the condyle 
were treated conservatively; the depressed fractures 
were treated surgically by the intra-articular approach 
and pinning as the only way to ensure an anatomic 
reduction and fixation. The results were as follows: 


Operative approach Conservative approach 
3 


Excellent........ 

2050 ea 11 3 
Medium......... 4 Z 
2 a ee . 3 
(No follow-up)... 3 8 


Assessing the average results in each group according 
to the aforementioned point system: 


Operative approach 16.5 points average 
Conservative approach 14.7 points average 


The author concludes: 

1. The age of the patient has no influence on the 
functional end result. 

2. The choice of treatment should depend solely 
upon the anatomic extent of the lesion. The fractures 
without depression of the condyle should be treated 
conservatively with early physiotherapy. The de- 
pressed fractures should be treated surgically by 
anatomic reduction and fixation (intra-articular ap- 
proach utilizing a pin). —Gunars Medins, M.D. 


Internal Fixation of Fractures with suguuane Slings 
(Umschlingung von Frakturen mit Supramid). F. 
ScHEDEL. Chirurg., 1958, 29: 36. 


THE usE of wire in internal fractures of the shaft of 
bones has been known for many years. This procedure 
very often causes the patient to have pain in the 
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operative area even after the fracture is healed and 
the wire often breaks because of electrochemical 
changes in the vicinity of the wire. Supramid con- 
sists of nonmetallic fibers which apparently are quite 
stable, elastic, and do not cause any appreciable 
foreign body reaction. The wire is introduced in a 
circular manner around the bone by means of a 
special type of instrument which resembles a large 
curved Kelly clamp with holes in the very tip of the 
jaws of the clamp. The supramid thread is put through 
the holes of the closed clamp. The clamp is then 
placed around the bone until the tip of the clamp 
is visible on the opposite side. The clamp is opened, 
and the thread grasped by another instrument. The 
clamp is withdrawn, allowing the thread to be 
tightened around the reduced fracture site. The bone 
itself is notched to prevent slipping of the supramid 
suture. Pictures taken at the time of the operation, 
and preoperative and postoperative roentgenograms 
are presented which illustrate the case of a 44 year 
old man who sustained a fracture of the distal end 
of the tibia that was treated with supramid circular 
fixation. —George I. Reiss, M.D. 


ORTHOPEDICS IN GENERAL 


The Conservation of Mobility in the Treatment of 
Osteoarticular Tuberculosis (La conservazione della 
mobilita nella cura della tubercolosi osteoarticolare). 
M. Vacirca, E. RInoNAPOLI, and A. Spotorno. Arch. 
chir. ortop. med., 1957, 22: 369. 


THE AUTHORS have cared for 1,335 patients with 
tuberculosis of the joints: before the advent of anti- 
biotics and chemotherapy, and 422 patients for whom 
they used dihydrostreptomycin and isoniazid, with 
or without surgical intervention. Whereas arrest of the 
disease with ankylosis or a minimum of joint motion 
was the aim of earlier therapeutic measures, the 
authors find that the prognosis now is for more useful 
joint motion. The cases reported involved the extrem- 
ities and did not include cases of tuberculosis of the 
spine. 

The medical therapy they have found most effective 
has been dihydrostreptomycin and isoniazid together 
in various quantities with average total doses of 150 
gm. and from 50 to 60 gm., respectively. Larger doses 
have not improved the results. Some of the earlier 
cases had responded with articular relaxation, increase 
in mobility, and decrease in local heat to intra- 
articular injections of hydrocortisone. However, the 
authors now use only dihydrostreptomycin intra- 
articularly. 

The lesions of the synovium with localized osteitis 
respond best to medico-orthopedic therapy. Successful 
results decrease, although remaining satisfactory, when 
ulceration of the articular adnexa accompanies the 
synovitis. With the purely synovial form, or the local- 
ized para-articular osteitis, one can be reasonably sure 
of a complete cure with restoration of articular mo- 
bility. The prognosis is more grave in the presence of 
abscesses or fistulas. 

When the osteoarticular lesions are superficial and 
only slightly alter the articular morphology, there is 
still hope for the recovery of mobility; this prognosis 
is worsened when the ulcerations are deep or the 


articulation is seriously altered. The prognosis can be 
made with greater certainty after 9 or 10 months of 
therapy. 

In general, the authors conclude that (1) early 
diagnosis gives a better prognosis for mobility because 
therapy will be started when the disease is limited to 
the synovium or when an osteitic focus has not yet 
invaded the articulation; (2) children respond better 
than adults; (3) synovectomy is useless while surgical 
débridement of para-articular osteitis, which does not 
carry any risk, makes it possible to shorten the course 
of the disease; (4) exercise is the fundamental factor in 
successful surgical intervention; and (5) there have 
been no differences between the results from simple 
curettage and results from curettage followed by filling- 
in with bank bone. 

The brief time of 5 years does not permit the authors 
to evaluate with certainty the risk of recurrence of 
disease which the restoration of joint mobility involves; 
however, the rate of recurrence has not indicated any 
modification of their present therapeutic regimen. 

— Preston 7. Burnham, M.D. 


The Juvenile Amputee. Cuartes H. Frantz and 
GeorcE T. AlrKEN. 7. Michigan M. Soc., 1958, 57: 233. 


THE AUTHORS present a summation of the problems 
and solutions they have experienced with 421 juvenile 
amputees since 1946. 

The child amputee differs in many respects from 
the adult. His neuromuscular patterns are constantly 
developing and he is able to adapt to a prosthesis 
more readily than an adult. The level of skill attained 
by juvenile amputees exceeds that of adults. 

The longitudinal bone growth of the child amputee 
presents another problem: (1) below the knee ampu- 
tations occurring before the age of 10 years will ex- 
hibit bowing (varus) and kyphosis of the stump; (2) 
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above the knee amputees develop hemiatrophy of the 
same side of the pelvis; (3) medium or long below 
the elbow stumps will sometimes demonstrate the 
radius growing faster than the ulna with bowing in- 
ward from the pressure of the socket sleeve; and (4) 
above the elbow amputees develop humerus varus. 

Complications of amputations in children are un- 
common. Spur formation, symptomatic neuroma, 
and bursitis occur but rarely cause sufficient diff- 
culty to require surgery. Painful phantom limb is 
never seen. 

Stump overgrowth is a complication which is ob- 
served mainly in the age group of 6 to 10 years and is 
treated by surgical revision. It does not occur in the 
congenital amputee. 

Most amputees lose their extremities from trauma; 
this was true in 65 per cent of this group. The other 
causes are tumor, infection, and congenital condi- 
tions. (The authors exclude thermal and nerve injury 
from their classification of trauma; these represented 
4.7 per cent of the group.) After acute trauma, reten- 
tion of as much tissue as possible is indicated since 
the child has greater restorative powers than the 
adult. 

The age of application of a prosthesis is as early as 
the extremity develops, from a neuromuscular view- 
point. In the lower extremity this is at the age of am- 
bulation (10 to 18 months), and in the upper extrem- 
ity at about 4 years when the child is capable of 
accepting verbal instruction. 

The team approach has been applied to this 
problem and gives better results; the surgeon, physical 
therapist, occupational therapist, and _prosthetist 
work together. 

The social and emotional problems in this group 
are no greater than in any other handicapped group. 

—Richard G. Saxon, M.D. 
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BLOOD VESSELS 


Fate of Aortic Homografts in Experimental Canine 
Atherosclerosis, HENry Harmovict, Nevicia MAIER, 
and Lorre Strauss. Arch. Surg., 1958, 76: 282. 


Tue INCREASING USE Of arterial grafts in the treatment 
of segmental arteriosclerosis obliterans and aneurysms 
has brought up the problem of their long term fate in 
regard to biologic integration in the host and their 
susceptibility to the host’s atherogenic factors. The 
authors investigated the effect of a chronic atherogenic 
regimen on fresh thoracic aortic implants placed in 
the abdominal aorta of dogs. The method consisted 
of putting dogs on a cholesterol thiouracil diet 2 to 5 
months after the grafting procedure; of 15 dogs used, 
2 were controls without grafts and 2 controls with 
grafts, but not on the diet. They were killed 9 to 21 
months after the beginning of the dietary regime and 
all major arteries and viscera were examined grossly 
for the distribution and extent of lesions, and micro- 
scopically. The lesions produced consisted of atherom- 
atous streaks or plaques ranging in size from a pin- 
point to several centimeters; the arch and descending 
aorta never exhibited plaques but the abdominal 
aorta almost always showed them, especially in the 
distal segment, as did the iliac, femoral, and popliteal 
vessels. The appearance of the graft differed from 
that of the host aorta; in 5 of 9 homografts there was 
no evidence of atheromatous changes and in 4 the 
changes were minimal. There were, in almost all 
grafts, nonspecific degenerative changes consisting of 
fibrotic calcific plaques, or hemorrhagic ulcerations, 
or an ulceration covered by organized thrombosis. 
The same changes were seen in the grafts of the 
control dogs. Biochemical studies revealed enzymatic 
activity in the grafts, which indicated that they were 
not a “dead” tissue. The conclusions indicate that 
fresh thoracic homografts showed far less susceptibility 
to atherosclerosis than the host abdominal aorta, which 
may have been caused by the thoracic origin of the 
homograft and thus represent a biologic difference 
between the two aortic segments. 


—Albert M. Schwartz, M.D. 


A Surgical Approach to the Problem of Chronic Pul- 
monary Artery Obstruction Due to Thrombosis or 
Stenosis, ELtiorr S. Hurwitt, CLARENCE J. SCHEIN, 
Harorp Rirkin, and Atvin LEBENDIGER. Ann. Surg., 
1958, 147: 157, 


APPROXIMATELY 300 cases of chronic pulmonary 
artery thrombosis have been reported, in more than 
half of which there was no concomitant cardiac, pul- 
monary, or mediastinal pathologic condition. Such 
cases are referred to as primary pulmonary artery 
thrombosis, although the occlusion is usually a sequel 
to peripheral phlebitis or phlebothrombosis. In ap- 
proximately one-half of those reporting the anatomic 
location of the thrombus, the occlusion was central in 
location. A combination of surgical accessibility of the 
thrombus and an adequate time interval between 
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onset of symptoms and death would seem to present 
an opportunity for surgical salvage in these patients. 

In the first case reported, a 62 year old white female 
returned to the hospital 13 days after a subtotal 
thyroidectomy, complaining of progressively more 
severe dyspnea for the preceding 10 hours. She was 
orthopneic, restless, and confused during the next 
several days and died 24 days postoperatively. At 
autopsy, the left main pulmonary artery was occluded 
by an adherent thrombus and there were small 
thrombi in the pelvic veins. In retrospect, it appeared 
that angiocardiography would have diagnosed the 
condition and that a surgical approach might have 
been of some value. 

A year later, a 53 year old white female was ad- 
mitted with severe dyspnea and cyanosis of one day’s 
duration. Past history included cyanosis of lips and 
nails for 6 weeks, left upper lobe infarction and active 
peripheral thrombophlebitis one year before, and 
other thrombophlebitic episodes 10 and 30 years 
before. From physical examination and laboratory 
data, the diagnosis of pulmonary artery thrombosis 
was made and the patient prepared for surgery. 

The condition of the patient did not permit time 
for the induction of hypothermia, so after intubation 
under light anesthesia, a transverse incision was made 
transecting the sternum. The caval inflow was blocked 
with tapes, the left pulmonary artery incised, and 
large amounts of clot scooped out. A clamp was ap- 
plied to the arterial incision and flow re-established 
after 2.5 minutes of occlusion. At this time, cardiac 
action ceased, and cardiac massage and other methods 
of resuscitation were unsuccessful. 

At autopsy, a large thrombus partially occluded 
the right pulmonary artery, and fragments of throm- 
bus were present in some lobar segmental branches in 
both lungs. 

This intervention was considered the first planned 
surgical effort to remove the thrombus in chronic 
pulmonary thrombosis. A higher index of suspicion 
might have led to angiocardiography and accurate 
diagnosis of this patient’s condition at an earlier date, 
when elective thrombectomy might have been more 
successful. 

Since there is often an interval of several hours from 
the onset of acute pulmonary arterial embolization to 
the time of death, the possibility of emergency em- 
bolectomy should be considered, utilizing the bilateral 
transsternal approach described in the preceding 
case of chronic thrombosis. 

In certain surgical problems, such as extensive 
pulmonary artery thrombosis or congenital stenosis 
of the vessel, there is need for a substitute for the pul- 
monary vessel. Such a substitute has so far proved 
promising in dogs, a segment of aortic homograft 
being placed transversely across the pulmonary 
artery bifurcation with end-to-end anastomoses of the 
graft to the transected right and left pulmonary 
arteries, and side-to-side anastomosis to the base of the 
main pulmonary artery.—Stanley W. Tuell, M.D. 








Experience with Permanent Bypass Grafts in Treat- 
ment of Occlusive Arterial Disease. Ratpu A. 
DETERLING, JR. Arch. Surg., 1958, 76: 247. 

In Juty, 1955, because of the failure of other methods, 

the author started to use bypass grafts exclusively in 

the treatment of acquired segmental occlusion of the 
major arteries, and more recently, in occlusion of the 
thoracic and abdominal aorta. In femoral occlusions, 
the extremity was explored with the patient in the 
supine position, the popliteal area being done first 
to assure good run-off and a suitable vessel for graft- 
ing. The operative technique, utilizing homografts 
and synthetic prostheses, is described in detail. Aortic 
occlusions were treated with bypass grafts inserted in 
an end-to-side manner. There were 39 frozen homol- 
ogous arterial grafts inserted for femoral artery 
occlusion with 4 early and 5 late failures. Four of the 
failures were caused by thrombosis and 1 by a rupture, 
due to infection. The 31 functioning grafts allow the 
patients unlimited walking although some have 
temporary weakness, pain, and/or numbness. Of 7 
patients with iliac artery grafts 6 have full restoration 
of blood flow in the leg; thrombotic occlusion of the 
opposite artery developed in 2 patients and in the 
graft in 1 of these cases. Immediate reoperation was 
done with restoration of circulation in the graft but 
an amputation was necessary on the side with the 
patent vessel. Since then a bifurcation aortic bypass 
has been employed in cases of iliac disease. Eight 
aortic abdominal occlusions were treated with bi- 
furcation grafts; 3 required removal of clot extending 
up to the renal arteries before an anastomosis could 
be done. The longest graft extended from just below 
the renai arteries to the left popliteal artery and to 
the right common femoral artery; all 8 are function- 
ing. ‘'wo bypass homografts were used in the thoracic 
aorta for a long coarctation and for an aneurysm 
in a patient who had had a De Bakey procedure for 

a dissecting aneurysm of the abdominal aorta with 

leakage. Synthetic woven grafts were inserted in 10 

patients, 6 had localized segmental occlusion of the 

superficial femoral artery with good immediate func- 
tion in all; in one the artery subsequently closed. In 

4 of the severe cases no lasting successful result was 

obtained. 

The factors governing proper use of grafts in 
peripheral occlusive disease are exact serial arteri- 
ography, an adequate supply of grafts, meticulous 
surgical technique, use of heparin above and below 
occluded arterial segments, and adequate blood 
replacement. The presence of calcification of the 
artery, diabetes, and peripheral ulceration or minimal 
gangrene should not preclude the use of grafts if 
there is a satisfactory peripheral arterial bed. The 
failure rate for bypass graft is about half that of 
resection with end-to-end anastomosis. Only time 
will show which method is best but the bypass graft 
has the advantages of ease of application, even in 
smaller arteries, use of only a portion of the arterial 
wall, preservation of collateral circulation, and less 
dissection with shorter operating time. Arterial homo- 
grafts are favored over synthetic fabric grafts, but 
it may be that the latter will be used exclusively 
when they are further improved. 

—Albert M. Schwartz, M.D. 
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Comparative Study on the Effects of Medical and 
Surgical Treatment in Patients Affected by Chronic 
Obstructive Arteriopathies of the Lower Limbs, 
with Particular Reference to Renal Function 
(Studio comparativo sugli effetti del trattamento 
medico e chirurgico in pazienti affetti da arteriopatie 
croniche ostruttive degli arti inferiori con particolare 
riferimento alla funzionalita renale), GrusEPpPE CALI- 
FANO, ALBERTO TERAMO, and CARMINE GIORDANO, 
Gior. ital. chir., 1957, 13: 1113. 


Turis srupy is limited to a group of 18 cases. Nine 
patients with arteriosclerosis obliterans and one with 
Burger’s disease were treated surgically. The medi- 
cally treated group included 7 patients with arterio- 
sclerosis obliterans and one patient with Burger’s 
disease. The scope of the study was to evaluate renal 
function before and after treatment, by determining 
the glomerular filtrate, the plasma renal flow, and the 
tubular mass, or maximum excretion of the renal 
tubules, in addition to other tests of renal function 
which were not tabulated. 

Unilateral lumbar ganglionectomy was performed 
in all of the surgically treated patients. Splanchnic or 
splanchnic and semilunar ganglia were also resected 
in 4 of the 10 patients. Inversine, 10 mgm. daily by 
mouth, was used in the medically treated group of 8 
patients. Renal function was reassessed on the third 
and again on the tenth postoperative day, but the 
second time in only 5 of the 10 patients. The renal 
evaluation of the group treated with inversine was 
carried out on the twentieth day of therapy. Renal 
function, in the opinion of the authors was improved 
more definitely by surgical than by medical treat- 
ment. 

The significance of this study, even by clinical 
standards, is difficult to assess. The criteria for 
selection of the patients and the severity and stage of 
evolution of their disease are not stated. The lack of 
uniformity in surgical treatment coupled with the 
limited number of patients in each group leaves the 
reader with many unanswered questions. 

—Franco F. Sangalli, M.D. 


Arterial Embolism Occurring During Systemic 
Heparin Therapy. Ropcer E. WEISMANN and 
RicHarp W. Tosin. Arch. Surg., 1958, 76: 219. 


THE AUTHORS have recently used heparin more fre- 
quently as the anticoagulant of choice in the treat- 
ment of acute thromboembolic disorders or in con- 
junction with direct surgery on the arteries and veins 
and have noted a coincident alarming increase in the 
appearance of peripheral arterial embolism during 
the course of active heparin therapy. They have 
observed 10 such cases in a period of approximately 
3 years. The clinical picture, the gross appearance of 
the emboli, and the autopsy findings when obtained 
suggested to the authors a direct relationship to a 
possible lytic effect of heparin on unsuspected mural 
and aortic fibrin platelet thrombi. The authors ob- 
tained systemic heparinization by subcutaneous 
heparin administration at 8 hour intervals, or in the 
early phase of treatment via the intramuscular route 
at 6 hour intervals, utilizing the Lee-White clotting 
time as the index of adequacy of therapy. A clotting 
time of 30 to 40 minutes was considered indicative of 
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optimal anticoagulation with heparin. All cases 
showed some clinical evidence of pre-existing cardio- 
vascular disease. Ten cases are presented in which 
one or more arterial emboli occurred. All of these 
patients were treated by embolectomy. These studies 
suggested that all patients had occult friable thrombi 
in various states of unstable organization which were 
not suspected or recognized prior to sudden peripher- 
al arterial occlusion. The embolization observed in 
these cases was thought to be from the aortic wall 
and possibly precipitated by some unknown local 
lytic effect of systemic heparinization. The authors 
believe that although heparin is still a valuable anti- 
coagulant agent it is unwise and unnecessary to 
establish clotting times of more than 2 or 3 times 
normal. An interesting discussion is added to the pa- 
per. —Allan D. Callow, M.D. 


Clinical Use of Synthetic Arterial Substitutes in 317 
Patients. E. STANLEY CRAWFORD, MICHAEL E. DE 
Baxey, and Denton A. Coo.ey. Arch. Surg., 1958, 76: 
261. 


THE HOMOGRAFT is generally considered the most 
satisfactory available arterial substitute, but because 
of certain disadvantages connected with procurement, 
storage, and availability, a synthetic replacement 
would solve many problems. During the past 3 
years, the authors have replaced 317 segments of the 
aorta and peripheral arteries with one of the following 
materials: ivalon, orlon fabric, orlon knit, nylon 
dacron knit, Edwards-Tapp tube, and dacron knit 
(each of which is described). The results of all re- 
placements in the thoracic aorta were satisfactory in 
the patients who survived operation. In the abdominal 
aorta and iliac arteries the immediate results were 
good, although there were 5 subsequent failures in 
the 175 cases of this type. Two had Edwards-Tapp 
tubes, 1 an orlon taffeta graft, and 2 had ivalon 
tubes. In the peripheral arteries, the margin of safety 
is less because of the smaller caliber of the blood 
vessels. 

With the use of inflexible tubes results were very 
poor. Thrombosis occurred early in 6 of 7 such re- 
placements (5 ivalon and 1 orlon knit). 

The Edwards-Tapp and dacron knitted tubes were 
found to be more satisfactory and during the past 
year the former was used as a replacement following 
excision of 3 aneurysms and to bypass occlusive lesions 
in 105 cases: 1 in the innominate, 12 in the iliac, and 
92 in the superficial femoral artery. There were 13 
failures, 2 in 12 patients with iliac bypass. In the 
femoral cases distal pulsatile circulation was restored 
immediately in 86 patients (93 per cent), and has 
been maintained up to one year in 82 patients (95 
per cent). The recently designed flexible dacron 
knitted tube has been used successfully as a femoral 
bypass in 2 patients and to replace a popliteal aneu- 
rysm in one case. The Edwards-Tapp tube is flexible 
and adaptable but its ends fray, and insertion is 
sometimes difficult. The dacron knit tube has in it 
all the better features of the other synthetic prostheses 
and, by incorporating flexibility and accessory 
branches into tubes of various sizes and shapes, may 
become a more ideal replacement. 

—Albert M. Schwartz, M.D. 
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Intra-Arterial Oxygen Therapy (Zur intraarteriellen 
Sauerstoff-Therapie). F. JupMatrer. Chir. Praxis, 1957, 
Be PE. 

THE AUTHOR is the originator (1949) of intra-arterial 

oxygen therapy for treatment of peripheral vascular 

occlusions. He designed a special oxygen insufflator. 

More than 7,000 insufflations in 476 patients have 
now been performed with only 3 fatalities. The 
method is harmless if the inflow pressure does not 
exceed the systolic pressure. The patient is supposed 
to remain in the supine position 10 minutes after the 
end of the procedure and should be given a periph- 
eral vasodilator. 

Small needles and experienced personnel acquaint- 
ed with the technique of intra-arterial puncture are 

strongly recommended. —Marc Verstraete, M.D. 


An Evaluation of Stripping Versus Ligation for Vari- 
cose Veins. Kart A. LorGREN, ALBERT P. Ruptsi, and 
Tuomas T. Myers. Arch. Surg., 1958, 76: 310. 


IN THE PAST many methods for the surgical treatment 
of varicose veins have been used. Among these, the 
most favored have been high ligation with retrograde 
injection and, in more recent years, the complete 
stripping procedure. In order to evaluate these two 
common surgical procedures for varicose veins, the 
authors made a comparative study. 

In comparison of the follow-up results obtained in 
a group of 200 patients who underwent high ligation 
for varicose veins with the results obtained in a group 
of 200 patients who underwent a complete stripping 
operation, the following observations were made: 

1. Of 140 limbs examined 5 years or more after 
high ligation, 40 per cent were classified as having ex- 
cellent or good results, 5 per cent fair results, and 55 
per cent poor results. 

2. Of 128 limbs examined 5 years or more after 
complete stripping, 94 per cent were classified as 
having excellent or good results, 6 per cent as having 
fair results and none as having poor results. 

3. The incidence of recurrence requiring further 
surgical treatment was 36 per cent for the limbs sub- 
jected to high ligation, whereas it was zero for the 
limbs subjected to complete stripping. Recanaliza- 
tion of injected superficial veins and the presence of 
persistent perforators were important factors in the 
high recurrence rate after high ligation. 

These results are convincing evidence of the superi- 
ority of complete stripping over high ligation in the 
surgical treatment of varicose veins. 


Air Embolism; a Hazard During Phlebotomy. Pau 
J. Scumint and SHerwin V. Kevy. WN. England 7. M., 
1958, 258: 424. 


Two cases of inadvertent air embolism during 
phlebotomy in young healthy donors are reported. 
In one case, a gravity-type nonevacuated glass collec- 
tion bottle was used. The air-vent needle used was 
too short to pass completely through the rubber 
stopper, and the flow of blood from the vein, below a 
pneumatic tourniquet at 100 mm. of mercury pres- 
sure, caused a positive pressure to build up within the 
collection bottle. When 75 milliliters of blood were 
collected, the flow stopped. The phlebotomist released 
the pneumatic tourniquet, then heard sounds from 











the apparatus, and noticed the tubing was empty of 
blood. Promptly, he realized he should have clamped 
the tubing before releasing the tourniquet, for the 
positive pressure within the bottle had forced air 
up the tubing and into the vein as soon as the release 
of the tourniquet allowed the venous pressure to 
drop to its normal low level. The donor was asymp- 
tomatic, then sat up and began to cough. When the 
patient lay down there was transient nausea, then 
chest pain for almost an hour, followed by recovery. 

In the second case, a similar mechanism occurred 
when the air-vent needle did not function and positive 
pressure developing within the bottle forced air up the 
tubing when the pneumatic cuff was released. This 
donor had dyspnea and upper abdominal pain, then 
became cyanotic and pulseless, but recovered after 
being turned on his left side and receiving oxygen. 

Of the various collection systems in use, gravity 
collection bottles appear to present the greatest 
hazard of air embolism, as illustrated by the 2 cases. 
An effective air-vent is essential for safety in the use of 
this method. Vacuum bottles are safer, but if some 
leak occurs to destroy the vacuum, a positive pressure 
system may inadvertently be produced by the afore- 
mentioned mechanism. The recently popular plastic 
containers are safe. They may contain as much as 2 
milliliters of gas, a harmless amount even if it could 
become embolic. 

Anyone performing donor phlebotomies should be 
alert for the danger signals of pain, cough, and 
dyspnea as indications of air embolism. Such a patient 
should be promptly turned on his left side, which 
tends to help by trapping the air away from the out- 
flow tract of the right ventricle and preserving the 
continuity of flow through the right side of the heart. 
The head is kept low, to prevent embolization to the 
brain. Oxygen and artificial respiration may be 
indicated. 

In extreme cases, cardiac aspiration may be neces- 
sary through the right third intercostal space close 
to the sternum, while the patient remains in the left- 
side-down position. —Stanley W. Tuell, M.D. 


The Ganglioplegic Action in Cases of Inversion of 
Circulation of the Lower Extremity (L’azione dei 
ganglioplegici sull’inversione di circolo degli arti infe- 
riori). A. SANToRO and S. LatrTert. Ann. ital. chir., 
1957, 34: 471. 


In THE Last 50 years the problem of utilizing the 
venous system to revascularize various organs has been 
discussed extensively. Following results of treatment of 
cerebral ischemic lesions by carotid jugular anasto- 
mosis, of anastomosis between the aorta and venous 
sinus to improve myocardial ischemia, of anastomosis 
between the splenic artery and vein, and between the 
portal vein and vena cava, and considering the fre- 
quent failures of the recent technique in the treatment 
of arteritis obliterans, a new interest has developed in 
reversing the circulation in the lower extremity to 
produce revascularization. 

In 1902 San Martin and later Juboulay performed 
for the first time in a human femoral arteriovenous 
anastomosis in cases of beginning gangrene of the toes. 
Almost at the same time Carrer, Gallois and Pinatelle 
started experimental study of the problem. Carrer in 
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1906 observed that the venous walls, one after the 
other, were weakened by arterial pressure. After 3 
hours the veins were red in color, and the artery con- 
tained dark blood. He concluded that the artery be- 
came a vein and the vein an artery through inversion 
of the blood flow through the capillaries. Others ob- 
served the same thing. Still others performed the same 
experiment and noted that in 2.5 hours only the 
proximal venous wall in the extremity was weakened 
and the distant veins still contained dark blood. 
Gallois and Pinatelle on the basis of experimental 
work performed on animals and of observations in the 
autopsy room stated that the venous wall does not 
weaken and that the blood returned to the heart only 
through collateral veins. In operations on humans 
Wieting obtained 3 successful results in 4 cases; 
Bernheim, 3 in 6 cases, Goodman avoided leg amputa- 
tion in 6 cases of 16 treated. Wieting believed that 
arterial blood reaches the periphery through the deep 
venous system and returns to the heart through the 
superficial venous system. He could not explain how 
blood could pass through the capillaries. Antonucci 
Vitale used the same technique and condemned the 
method because of the poor results. He emphasized the 
danger of thrombosis because of resistance of the valves 
and the presence of arterial blood in the collateral 
circulation. Stetten reported that of 124 patients with 
actual or impending gangrene of the extremity, treated 
with anastomosis between artery and vein, 24 avoided 
amputations. Leriche attributed the good results to the 
dilatation of the artery, to the collateral circulation, and 
in part to the peri-arterial sympathectomy performed 
unintentionally during the operation. Fontaine was of 
a similar opinion. Oppel and Koroktow obtained im- 
provement of the collateral circulation by ligating the 
satellite vein and explained it as a purely mechanical 
result; ligation of the vein may increase the arterial 
pressure and dilate the artery. Albert noticed that 
ligation of the vein causes constriction of the large 
artery and dilatation of the capillary network. Trincas 
ascribed more importance to venous stasis and to the 
sympathectomy which inevitably accompanies isola- 
tion and section of the artery. Doglitti favored the 
latter factor. Heimbecker, Thomas, and Blalock re- 
cently attempted to determine if interruption of the 
capillary flow is physiologically possible. They studied 
the circulation of a segment of intestine in an animal 
under heparin treatment, and determined the sedi- 
mentation rate and the process of oxygenation before 
and after interrupting the circulation. These experi- 
ments were made on the mesenteric vessels of dogs, 
rabbits and cats by connecting the proximal stump of 
the femoral artery to the distal end of the mesenteric 
artery, and the proximal stump of the femoral vein to 
the distal end of the mesenteric vein. After studying 
the circulation under normal conditions, they inter- 
rupted the circulation by forcing the arterial blood 
into the veins and capillary network of the extremity. 
They demonstrated that inversion of the circulatory 
flow can take place only if the collateral circulation is 
excluded. 

Ferguson, Lealy and others concluded that with a 
functioning collateral circulation the venous wall re- 
sistance to the arterial pressure and the flow of blood 
through the collaterals made impossible an adequate 
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circulation of the capillary network in an opposite 
direction. With non-functioning collateral vessels the 
resistancy is weakened and the high pressure trans- 
mitted to the capillaries results in hemorrhage because 
the venous network cannot withstand the arterial 
pressure. 

Palmer and Welch concluded that inversion of 
circulation in an extremity is not possible. In their 
experiments they noticed profuse hemorrhage in the 
muscles of the thigh resulting from rupture of the cap- 
illary walls. Johnston and Jordan recently reported 
more encouraging results in a group of patients 
with ischemic gangrene of the extremities, treated 
by arteriovenous anastomosis. 

On the basis of the results reported by Fergusson, 
Lealy, Young and others, the authors attempted to 
determine if it was possible by administration of gan- 
glioplegics to avoid hypertension in the venous system 
during inversion of the circulation and so prevent rup- 
ture of the small vessels and hemorrhage. 

Material and Technique. Thirty dogs of both sexes, 
large, young, and in good condition were used. Ten 
were used for a study of operative technique. The 
20 others were divided into 4 groups. The first was used 
as a control. Arteriovenous anastomosis of the femoral 
was carried out with a technique described later. In 
the second group, in addition to the arteriovenous 
anastomosis, ligation of the most important venous 
collateral was performed. In the third group arterio- 
venous anastomosis of the femoral was carried out, 
and in the fourth group, arteriovenous anastomosis 
with ligation of the most important venous collaterals. 
In the latter two groups, (third and fourth) ganglio- 
plegics were injected intravenously soon after the 
operation: 0.50 mgm. per kgm., and subsequently 
1 mgm. per kgm. intramuscularly every 12 hours 
until the edema of the extremity disappeared. All 
the animals were given penicillin, procaine and anti- 
coagulants for 8 days after operation. A routine check 
of the prothrombin time was made. In different 
groups the arterial pressure, the cutaneous tempera- 
ture, and the oxygen content of blood from the 
anterior tibial vein were observed. Canalization of the 
blood vessel was noted by arteriography with 50 per 
cent ioduron at 10, 12, and 30 day intervals. In some 
animals the development of the circulation was 
studied radiographically at 3, 6, and 8 month intervals. 


RESULTS AND CONCLUSION 

In each animal soon after the anastomosis dilata- 
tion and pulsation of the femoral vein were observed 
for a distance of 4 to 5 cm. After 10 minutes, dilata- 
tion lessened and the pulsation extended to the 
popliteal space. The vein became red from arterial 
blood. After 24 hours, the part became edematous; 
the edema was especially pronounced in the inferior 
third of the thigh and in the leg and was more pro- 
nounced in the control animals than in those treated 
with ganglioplegics. In the latter the edema began to 
decrease in from 48 to 72 hours and disappeared 
completely after 5 days. In the control animals it be- 
gan to diminish after 5 or 6 days and disappeared 
completely in from 10 to 12 days. There was also some 
hemorrhage in the muscles of the thigh. As to ambula- 
tion the control animals were about normal in 15 
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days; those treated with ganglioplegics in 8 days. 
There were no necrotic lesions. 

Arteriograms taken 10 days after operation in both 
groups showed that the contrast material did not go 
beyond the popliteal vein and was flowing back 
through the venous collaterals. Examination 20 days 
after operation showed functioning anastomosis in 70 
per cent of the animals treated and obliteration of the 
shunt in the remaining 30 per cent. Obliteration took 
place in 100 per cent of the control animals. At a 
third examination, 30 days after operation the anasto- 
mosis was obliterated in every case, and one could see 
development of the collateral circulation which con- 
tinued to improve. 

Administration of ganglioplegics in animals with 
arteriovenous shunts results in: (1) improvement of 
the circulation, and (2) continued function of the 
anastomosis for a longer period. The improvement in 
circulation is due to increase of the collateral arterial 
circulation above the anastomosis because of the 
vasodilating action of the ganglioplegics. 

True inversion through the normal capillary net 
does not occur even with the ganglioplegic treatment. 
Increase of the pressure in the femoral vein and 
paralysis of the sphincter of the small artery makes 
possible a flow of blood from the small vein to the 
small artery, and in the main arterial trunk above the 
obstructed point. Concerning the function of the 
arteriovenous anastomosis, the authors agree with 
Cociocatto, Cattaneo, and Bianchetti that it is de- 
pendent upon the antithrombogenic activity of the 
ganglioplegic elements. 

— Alexander F. Conte, M.D. 


BLOOD; TRANSFUSION 


Heparin Neutralization with Polybrene Adminis- 
tered Intravenously, Witiiam A. Weiss, JANET S. 
GitMaAN, ALFRED J. CaTeNAccr, and ArRNoLD E. 
OstTERBERG. 7. Am. M. Ass., 1958, 166: 603. 


THE Toxicity of toluidine blue is the direct result of 
hypoxia after the formation of methemoglobin. The 
chief manifestations are hypotension, dyspnea, cyano- 
sis, and bradycardia. Dyspnea, after the intravenous 
injection of protamine sulfate, may prolong an existing 
state of shock at the conclusion of the use of extra- 
corporeal circulation. This condition may then be- 
come resistant to therapy and terminate in a fatal 
outcome. It is known that considerable damage may 
occur to the blood during its passage through an ex- 
tracorporeal circuit. The unmasking of the true pic- 
ture takes place with heparin neutralization. A pro- 
longed period of hypotension associated with the ad- 
ministration of protamine sulfate will tend to enhance 
the already existing precarious condition. 

Polybrene promptly and completely neutralized the 
anticoagulant action of heparin. Hypotension was 
minimal and transient. There was no disturbing 
change in the pulse rate. A colloid phenomenon may 
occur in the conscious patient. There were no apparent 
ill-effects after such a reaction. In the anesthetized 
patient flushing of the face and neck occasionally 
took place, but no disturbances of lung compliance 
were experienced. After extracorporeal circulation, 
hypotension did not exceed a decrease of the systolic 
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pressure by more than 30 mm. Hg, did not persist for 
longer than 20 minutes, and was not associated with 
changes in pulse rate or rhythm. 

The recommended dose is 0.7 mgm. of polybrene 
to 1 mgm. of heparin. If this is not sufficient, it may 
be increased by a subsequent administration to a total 
dose of 1:1. It is suggested that polybrene be diluted 
and administered over a 10 to 15 minute period of 
time. Polybrene must be used intravenously, and its 
heparin-neutralizing effect is evident within 5 min- 
utes. A heparin-neutralizing agent may be necessary 
during surgery or prior to surgical intervention in a 
heparinized patient. Medical problems of bleeding 
may be related to prolonged coagulation. Polybrene 
may be useful in the treatment of these conditions. 

— Benjamin Goldman, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Practical Value of Lymphography of the Extremities. 
G. ArnutF. Angiology, 1958, 9: 1. 


AN HISTORICAL Discussion of the development of 
lymphography in animals is presented by the author 
together with a description of techniques currently 
available for lymphography in the dog. These ex- 
perimental studies demonstrate that lymph can only 
circulate in an intact lymphatic plexus, not in the 
cellular spaces, as might have been thought. Radio- 
logically there appears to be regeneration of the 
lymphatics after previous limited ligation or destruc- 
tion. 





Resection of the popliteal node does not result in 
complete arrest of the passage of lymph, but rather 
there develops spread to overlying routes and col- 
laterals. The role of the node is thought to be that 
of a relay. Ligature of the large venous trunks does 
not appear to modify the radiologic picture of lym- 
phatics nor alter their speed of refilling. Venous stasis 
does not appear radiologically to have much influence 
on lymphatic circulation. The sympathetic nerves 
were thought by Bellinazzo and Monteverde to act 
indirectly on the lymphatics only by changes in 
arterial circulation. 

Utilizing Kinmonth’s method of direct injection 
of the lymphatics, 1 c.c. of dye is injected into the 
interdigital spaces of the foot or hand and the lym- 
phatics become visible. A transverse incision 2 to 
3 cm. in length is made on the back of the foot or 
hand and the lymphatic trunk, which has previously 
been colored, is dissected and isolated and radio- 
opaque media is injected. The shortcoming of the 
method, however, is that only a small portion of the 
lymphatic system is visualized. It is necessary to 
find a product which when injected subcutaneously 
is directly infused in human lymphatics in the way 
thorotrast is diffused in the lymphatics of dogs. At 
the present time lymphography does not offer results 
of great practical value, but it is the belief of the author 
that the method is in its infancy and in the field 
of cancer especially it will eventually offer interesting 
results. For this reason study should be continued. 

—Allan D. Callow, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Reconstruction of Dishface Deformity by Bone Grafts. 
A. RaGneELL, Am. F. Surg., 1958, 95: 323. 


Recession of the mid-face, usually termed the naso- 
maxillary complex, is known as “dishface deformity.” 
Genuine dishface deformities may be congenital or 
they may be acquired later in life as a result of incom- 
pletely reduced fractures. 

When, in dishface deformities, the lack of skeletal 
and cartilaginous support is the major drawback and 
both skin and mucosa are at least relatively adequate, 
the author has in recent years advocated and em- 
ployed a method of building up the facial contour by 
free bone graft for cases of hereditary mongoloid 
features. All autografts were taken from the ilium. 

The author has treated satisfactorily 13 patients 
with the hereditary type of this deformity. His 
technique is as follows: the reconstructive operation is 
performed in one stage via a skin incision 2 cm. long 
in the middle of the columella after extensive under- 
mining of the soft parts overlying the nasal and maxil- 
lary region. Bone chips are then inserted over the an- 
terior surface of the maxilla in the pocket between the 
soft parts and the bone, and from this base the nasal 
profile is built out with an angulated block bone graft, 
one part of which lies in the nasal bridge and the other 
in the columella. The columella portion extends from 
the site of the nasal spine on the maxilla to the anterior 
lower end of the nasal bridge graft, where it fits into 
a small hollow that has been drilled in the underside. 

Among the 22 patients with the traumatic type 
of deformity that were similarly treated, it was in- 
teresting to observe the typical difference in exterior 
appearance between patients who had been injured in 
childhood, during growth of the facial skeleton, and 
in adulthood. 

The author also employed a similar type of re- 
construction in that form of dishface which is so com- 
monly associated with secondary harelip. In these 
cases it was found appropriate, however, to support 
the columella portion of the angulated bone graft on 
the anterior surface of the maxilla, the latter being 
surrounded in some cases, by bone chips and filling 
the cleft in the alveolar process. 

A clinical and roentgenologic follow-up investiga- 
tion of the author’s series, undertaken in recent years, 
revealed complete stability of the reconstructed parts 
and satisfied patients in all groups. The facial profile 
was well lifted and the dishface abolished. Two pa- 
tients later sustained further trauma which fractured 
the reconstructed nasal bridge. One of them im- 
mediately reported for treatment; a plaster splint 
was applied and the fracture healed in its exact 
position, which suggests normal vitality of the grafts. 
A case of roentgenographically verified growth has 
also been reported (Ahlback). 

Case reports and appropriate pictures are presented. 

— Arthur M. Simpson, M.D. 





The Rate of Absorption of Radioactive Isotopes as a 
Test of the Efficiency of the Circulation in Pedicle 
Flaps. BeEverty Doucitas and GeorGe MENEELY. 
Plastic G Reconstr. Surg., 1957, 20: 350. 


PREVIOUS STUDIES using radioactive sodium have 
demonstrated that the use of this radioactive sub- 
stance for testing the circulation in pedicle flaps is 
quite reliable. In this article the use of radioactive 
I'5! for the same purpose is described. 

In the initial stages of this investigation the tech- 
nique of clearance tests using I'*! was studied on an 
artificial model. By the use of this model, the clearance 
of the radioactive I'*! could be studied under condi- 
tions of stasis and a very even rate of flow or per- 
fusion. With stasis no decrease in activity at the site of 
injection occurred. Without stasis, however, a rather 
rapid disappearance curve was obtained even with a 
small flow. 

The use of clearance of intradermally injected 
radioactive I'*! was then tested clinically. The usual 
amount injected was 2.5 microcuries. The readings 
were recorded on semilogarithmic paper, the fluctua- 
tions of the counter being plotted against the time in 
minutes. After testing the flap, controls were obtained 
by injection of the same amounts within the undis- 
turbed skin at a site near the flap. A tourniquet, 
usually consisting of a quarter inch wide rubber 
Penrose material, was applied around the flap near 
the end to be shifted so that the efficiency of the 
circulation through the other or open end could be 
evaluated. In one flap, both ends were left unblocked 
by tourniquets so that the amount of restriction or 
impairment of the circulation by the mere surgical 
formation of flap could be evaluated. The I"! ab- 
sorbs and clears sufficiently rapidly from the middle 
of the flap with a tourniquet on one end to give the 
necessary information in a matter of 15 to 20 minutes. 
The method was tested in three subjects, and in each 
instance gave information which proved clinically 
reliable concerning the circulation of the flap. 

The “half-time” (absorption time for one half 
substance injected) is recorded respectively for each 
pedicle with a tourniquet on the other. If on com- 
parison of the two, the longer half-time does not 
exceed the shorter or control time by more than one 
third, the end with the shorter half-time may be 
shifted with safety. The half-time of either pedicle may 
be compared with that of normal skin by injecting a 
corresponding site on the opposite side as a control. If 
the half-time of the flap does not exceed that of the 
control by more than a third, the flap may be safely 
divided and transplanted. 

—E. Thomas Boles jr., M.D. 


Study on Magnesium Metabolism in Postoperative 
Cases (Ricerche sul comportamento della magnesiemia 
nell’ immediato decorso post-operatorio). G. CARBONE, 
S. Stipa, and M. Cesin1. Gior. ital chir., 1957, 13: 1255. 


THE PHysIoLocy of magnesium in the blood stream of 
a normal adult is reviewed by the author, and the 





physiopathology of magnesium in medicine is dis- 
cussed. Very few people have studied the metabolism 
of magnesium in surgery. The authors have studied, in 
a group of postoperative patients, the magnesium 
metabolism and its relation to the electrolytes, in 
particular, calcium and potassium. 

Twenty-one postoperative patients were studied 
for the determination of calcium and magnesium; an 
original technique developed by Manca was used. 

It was noticed that there was a lowering of chlorides 
and sodium in the blood stream after surgery. Calcium 
also decreased in 15 cases in the first 2 or 3 days after 
surgery. Potassium decreased the first postoperative 
day and came back to normal levels in 3 or 4 days. 
Magnesium was found to be decreased in 15 post- 
operative cases, but in 2 cases there was no change. 
Hypomagnesemia occurred the first day after 
surgery, after which magnesium levels tended to go 
back to normal. 

In conclusion, the authors state that most of the 
changes were noted in the potassium and magnesium 
levels. They also noticed arelation between magnesemia 
andthe entity of operative trauma. It is interesting that 
the lowest levels of magnesium occurred in patients 
with gastrointestinal surgery who received fluid in- 
travenously. Such hypomagnesemia is probably in 
relation to hyperdilution of the blood. The cause of 
the passage of magnesium from the intracellular 
space is related to the increased secretion of the 
adrenolytic hormones. Such hormones cause the re- 
tention of sodium and chlorides and the loss of 
potassium. The adrenolytic hormones also influence 
the metabolism of magnesium and potassium. 

In order to prove such changes in the postoperative 
period, it will be necessary to study the complete 
balance of magnesium. The authors do not believe 
that diet may cause the hypomagnesemia. In all of 
their patients they found no symptoms referable to 
hypomagnesemia. —Alexander 7. Conte, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Treatment of Electrical Burns. I. F. K. Muir. 
Brit. J. Plast. Surg., 1958, 10: 292. 


TRUE ELECTRICAL BURNS are not common. At the 
Mount Vernon Center for Plastic Surgery not more 
than two or three are seen in the course of a year, al- 
though this center receives all the severe burns and 
many of the hand injuries from a population of about 
five million persons. 

In spite of this rarity, electrical burns attract atten- 
tion not only because of their severe effects but also on 
account of their characteristic behavior which is quite 
different from that of thermal burns. To say that their 
behavior is characteristic is not, however, to say that 
it is clearly understood. 

It would indeed be no exaggeration to say that the 
gloomy prospect of progressive necrosis overshadows 
the whole approach to the management of these in- 
juries, and that a better understanding of this phe- 
nomenon is urgently needed. 

The majority of burns in this series involved the 
hand, and the remarks are therefore directed particu- 
larly towards injuries of that member, although the 
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general argument applies with equal force to all parts 
of the body. 

In high tension burns, even when vascular throm- 
bosis is absent, the greater strength of the current re- 
sults in a necrosis of tissue which may extend for a 
considerable distance under intact skin, in contrast 
with the domestic supply burns in which the area of 
deep necrosis is little or no larger than that of skin 
necrosis. 

With regard to domestic supply burns the inference 
is clear. In the absence of signs of vascular thrombosis 
the treatment of choice is early excision of the burn 
down to healthy tissue followed by the application of a 
flap, even if no important structure is actually ex- 
posed by the excision. 

The actual details of choice of flaps follow well 
established principles. In the hand, where most of 
these injuries occur, the advantages of local flaps are 
obvious, and if a suitable local flap is available it 
should be used. Cross-finger flaps are ideal for the 
common palmar lesions of fingers, and thenar flaps 
may be used for finger tips. Transposed flaps should 
be used with caution, for the tissues are often infil- 
trated with edema. If flaps from the hand itself are 
not available then flaps from a distance become neces- 
sary. Cross-arm flaps appear to have advantage over 
trunk flaps, for not only are they devoid of unneces- 
sary bulk but the fixation allows better positioning of 
the fingers, which so easily become stiff in extension 
when the hand is fixed to the trunk. 

Free grafts should be used only when the circum- 
stances of the injury and the appearance at operation 
leave no doubt that the damage is so superficial that 
excision can be carried well clear of any possibly 
damaged tissue, and no important structures are 
likely to be exposed if the graft should fail and infec- 
tion supervene. 

The greater severity and more complicated nature 
of high-tension injuries, and the relatively small num- 
ber available for study, make it much more difficult 
to formulate a general plan of treatment. 

In discrete burns of the limbs without main vessel 
thrombosis, and in burns of the head and trunk, skin 
replacement presents a major problem. Although the 
numbers are small, it appears that the chances of suc- 
cess of free grafts are of the same order as in domestic 
supply injuries. Thus of 8 free grafts applied following 
excision of high-tension injuries, 3 took and 5 failed. 
On the other hand, of 4 flaps which were used to close 
defects 3 healed well while the fourth healed only 
after a flexor tendon had sloughed out. Furthermore, 
the histories of those patients whose grafts failed 
showed the same tendency to infection and _ local 
progressive necrosis as was seen in those with domestic 
supply injuries, and it is clear that if surgical excision 
is to be attempted the wound must be closed im- 
mediately by a flap if this undesirable sequence is to 
be avoided. If a suitable flap is available early exci- 
sion is a practicable proposition and offers to the 
patient the advantages of rapid healing and freedom 
from complications. 

In injuries of the limbs with main vessel thrombosis 
the surgeon has no choice but to wait until a line of 
demarcation has been established and the subsequent 
surgical treatment will be determined by the extent 
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of the vascular gangrene and the position and size of 
the actual electrical burn. 
— John E. Kirkpatrick, M.D. 


Traumatism of Bone and Joints by Electrical Current 
(Knochen- und Gelenkverletzungen durch elektrischen 
Strom). GERHARD GRUNDMANN. Chir. Praxis, 1957, 
1: 89. 


THE DIRECTION of electric flow and the working posi- 
tion of the body determine the localization of bone 
fracture after electric shock. Muscular cramps cause 
fractures of the shoulder, hip, or vertebrae. 

X-ray control on a routine basis is recommended 
because fractures of the humeral head can be over- 
looked by clinical examination. 

The prognosis of lesions in the shoulder is bad be- 
cause both soft tissues and bones are involved. 

— Mare Verstraete, M.D. 


Treatment of Tissue Necrosis Following Intravenous 
Use of Norepinephrine. S. Baron Harpy and 
Joun M. Hamirton. Plastic & Reconstr. Surg., 1957, 
20: 360. 


IN CERTAIN INSTANCES in which norepinephrine is ad- 
ministered intravenously, either leakage around the 
needle or diffusion through the vein causes severe 
venospasm which may lead to tissue necrosis. The 
treatment recommended in this article is based on 15 
observed instances of such necrosis, 10 of which re- 
quired skin grafting. In the usual case in this series a 
saphenous cutdown had been performed at the ankle, 
and the necrosis occurred on the medial aspect of the 
leg just below the knee. 

In the severe cases which lead to extensive tissue 
loss, there is an initial period of blanching followed by 
diffuse tenderness along the vein. Within 48 hours 
vesiculation develops over the involved areas, and by 
72 hours the area of necrosis is usually well demar- 
cated and forms a dry eschar. This eschar is densely 
adherent to the underlying tissue and requires ap- 
proximately 25 days to separate. On separation of the 
eschar, the underlying tissues commonly become in- 
fected and another 2 weeks of daily wet dressing are 
usually necessary to produce a clean granulation 
wound suitable for skin grafting. 

The treatment has been conservative in that the 
wound is allowed to remain open until the slough 
begins to separate or until signs of infection occur, at 
which time daily moist dressings are begun. Debride- 
ment has been done at the bedside and is quite con- 
servative because of the poor definition of the slough 
in the underlying tissues. Once a clean granulating 
bed has been obtained, wounds larger than 2 cm. in 
diameter are grafted with split thickness skin grafts. 
Amputation was not found necessary in this series. 

—E. Thomas Boles, Jr., M.D. 


The Prophylaxis of Tetanus (Tetanus-Prophylaxe). 
R. ANDREESEN. Chir. Praxis, 1957, 1: 61. 


THE MORTALITY for tetanus in Germany is as high as 
for poliomyelitis. Tetanus is more frequent in children 
and males than in females. There are no clues from 
which to predict the possible contamination of a 
wound with the tetanus bacillus. The technique for 
the determination of the serum antitoxin titer is easy 
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but without benefit, because the minimum protective 
titer is not firmly established. 

Combined active and passive immunization with 
formalized heated toxin adsorbate is recommended for 
every person with a recent trauma. The usual dose to 
start with is 0.5 ml. of tetatoxoid and a few hours 
later from 1,500 to 3,000 ml. of fermoserum are given 
intravenously. After 2 to 3 weeks a second subcutane- 
ous injection of 0.5 ml. of tetatoxoid is administered 
and 2 to 3 months later is followed by a third injec- 
tion. This method offers permanent protection. 

If only passive immunization is intended, high 
doses of antitoxin serum (3,000 ml. given intra- 
venously and followed by 5,000 ml. after 2 to 3 weeks) 
are recommended. 

Active immunization has a 20 per cent incidence of 
minor reactions (local erythema, fever) or major reac- 
tions (irritation of the mucosa, glottis edema, shock). 
Serum shock is more frequent in asthmatics and pa- 
tients with eczema. This untoward reaction is mini- 
mized by using partly deproteinized serum (zymo- or 
fermoserum) and can be predicted by the subcutane- 
ous injection of a test dose. — Mare Verstraete, M.D. 


ANESTHESIA 


Carbon Dioxide Homeostasis in Anesthesia. E. A. 
Pask. Brit. M. Bull., 1958, 14: 27. 


THE HUMORAL ENVIRONMENT is altered by the drugs 
administered as these may produce secondary relevant 
effects, such as bronchomotor or bronchosecretory 
activity. The surgical operation, the posture on the 
operating table, and the patient’s disease all add to the 
influences which may constrain and confound the 
physiologic processes which usually operate to pre- 
serve CO, homeostasis. Practically all anesthetic drugs 
including ether depress the response of the central 
breathing-control mechanisms to CO,. Diethylether is 
unique in that in light or moderate degrees of anes- 
thesia the minute volume of respiration may be in- 
creased. 

The most common reason for the increase of in- 
spired CO, concentration during anesthesia is an 
increase in the respiratory dead space, either within 
the body or within the apparatus. Bronchodilator 
drugs and atropine may increase the respiratory dead 
space. The matter of instrument dead space becomes 
particularly important in children and an increasing 
realization of the small tidal volume and vital capacity 
in small children has led to many new attempts to 
reduce the instrumental dead space in children’s 
equipment. Other causes for increase in inspired CO, 
concentrations are ineffective soda lime absorption, 
the viscous resistance to air flow, and elastic resistance 
to air flow in anesthetic equipment. 

The advent of muscle relaxants has introduced a 
new problem to CO, homeostasis. When a patient’s 
central breath-regulating mechanism is depressed by 
anesthetics and his peripheral effector mechanism is 
impaired by neuromuscular blockade it is not to be 
expected that homeostatic mechanisms related to CO, 
can remain effective. The “‘inefficiency” of artificial 
respiration may be present only when the surgical 
conditions are abnormal, such as pneumothorax or 
when an unusual operating position is needed. Or it 


may be of concern only when the patient’s lungs are 
abnormal. Respiratory acidosis is a risk during 
thoracic surgery of long duration. The possible causes 
for the inefficiency of artificial respiration are dis- 
cussed. 

It has recently been suggested that respiratory 
alkalosis in anesthesia might lead to damage to the 
central nervous system by initiating intracranial vaso- 
constriction and anoxia. The extent of overventilation 
possible during anesthesia by artificial respiration 
conventionally performed is limited so that extreme 
plasma CO, depression is unlikely. In underventila- 
tion the effects of hypercapnia upon cardiac action 
and upon the central nervous system are observed. 

In hypothermia the problems of CO, homeostasis 
are extremely difficult to assess from both practical 
and theoretical aspects. At lower temperatures the 
solubility of CO, in plasma is increased, also addi- 
tional base becomes available for combination with 
CO,. This means that one strong argument for at- 
tempting to maintain a very low alveolar CO, tension 
during hypothermia has lost validity. 

— Mary Karp, M.D. 


The Muscle Relaxants; Recent Developments. H. C. 
CuurcuHiLt-Davinson. Brit. M. Bull., 1958, 14: 31. 


THE MODE of action of the muscle relaxants has al- 
ready been established: d-tubocurarine acts by pas- 
sively combining with the protein molecules of the 


514 International Abstracts of Surgery - November 1958 


motor plate region, thus by competitive inhibition; 
succinyldicholine causes a depolarization type of 
block. There are two other types of neuromuscular 
blocks that occur clinically: a mixed block arising 
when drugs of the two main types of relaxants are 
used in the same patient; and a dual block which is 
characterized by a change in the response of the mo- 
tor end plate from one of depolarization to one of 
nondepolarization. 

The whole concept of neuromuscular block is rap- 
idly undergoing a change as fresh evidence comes to 
hand. Problems of postoperative muscle pain follow- 
ing the clinical use of succinylcholine have become so 
severe in some cases that many anesthetists have now 
abandoned the use of this drug. 

Accounts of “‘prolonged apnea” in the literature 
have been numerous and the number of possible 
theories to explain this occurrence has been even 
greater. Basically, these can be divided into two main 
groups, namely, factors acting upon the brain and 
spinal cord—‘‘central action,” and factors acting on 
the neuromuscular junction, preventing activity by 
blocking the peripheral mechanism. Provided that 
adequate steps are taken to insure good ventilation of 
the lungs, the delay in onset of respiration should be 
regarded as only temporary. It is essential that bio- 
chemical analysis be carried out during this period to 
insure that normal equilibrium is being maintained. 

— Mary Karp, M.D. 








; 














—_> © JO 


——mMmeanr 


ae ee eee a a el 


tion; 
oF 
‘ular 
ising 
- are 
ch is 


e of 


rap- 
28 to 
low- 
1€ SO 
now 


ture 
sible 
even 
nain 
and 
> on 
> by 
that 
yn. of 
d be 
bio- 
id to 
ned. 








& 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Late Results of Bronchography Using Dionosil Oil. 
W. S. Hoipen and R. H. Cowbe Lt. Aciéa radiol., 
Stockh., 1958, 49: 105. 


THE PossIBILiTy of delayed irritating effects of con- 
trast media persisting in the lungs following bron- 
chography is well known. The authors comment on 
experimental studies in rabbits in which dionosil oil 
was reported to cause foreign body granuloma in the 
lungs. The granulomatous lesions have been attributed 
to the arachis oil which is the base of dionosil. 

The authors report on more than 2,000 broncho- 
grams performed with dionosil oil and, to date, no 
clinical evidence of long term ill effects has been 
found in any of their cases. Their technique is to be 
commended for its ability to prevent alveolar filling. In 
spite of this, oil is retained occasionally but even in 
such cases no unusual reaction could be attributed to 
it on examination. 

The report continues with 49 cases studied histo- 
logically, in most of which segments of lung were re- 
moved because of bronchiectasis. The microscopic 
findings did not suggest an irritating effect of the 
dionosil oil. In the human series, fatty material was 
occasionally found in the resected specimens, but only 
in small quantities. Foreign body granulomas were 
rare and, in fact, no more frequent than in similar 
lungs in which bronchography had not been per- 
formed. In addition, no fat-staining material was 
demonstrated in any of the granulomas observed. The 
authors conclude that dionosil oil is safe and suitable 
for a contrast medium for bronchography. 

—Frank R. Hendrickson, M.D. 


MISCELLANEOUS 


The Mutual Relationships of Spleen and Bone Mar- 
row with Reference to Irradiation-Reaction. The 
Influence of the Spleen on the Reaction of the 
Locally Irradiated Bone Marrow (Ueber die wech- 
selseitigen Beziehungen von Milz und Knochenmark 
bei Strahlenreaktionen. Der Einfluss der Milz auf die 
Reaktion des lokal bestrahlten Knochenmarks). R. 
Bauer and H. Hartwec. Fortsch. Roentgenstrahl., 1958, 
88: 31. 


FoRTY-EIGHT FEMALE RATS, averaging 200 gm. in 
body-weight and belonging to the strain which has 
been cultivated on the authors’ service at the Uni- 
versity of Tuebingen, Germany, were used as the ex- 
perimental animals for this study. All the animals 
routinely received, because of the high incidence of 
Bartonella infestation in the group, 5 mgm. of neo- 
salvarsan intraperitoneally 2 days before initiation of 
the experiments. This premedication seemed to have 
no effects on the bone marrow function; however, it 
did not completely eradicate the disease. 

One-half of this group of animals were splenecto- 
mized. At this time the material, with 1 control sub- 
ject for each group—was given irradiation (500 
roentgens), with appropriate filtration and protection 
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for the rest of the animal’s body. Following this the 
bone marrow substance was examined microscopically 
at intervals of 3, 5, 10, 15, 30, and 60 days. 

In the nonsplenectomized animals there were ob- 
served the well known severe changes in the marrow 
tissues of the tibia. These consisted of an absence of 
erythropoesis on the third day, together with a de- 
crease in granulopoesis and pronounced morpho- 
logic abnormalities in the white cells. The marrow 
tissues themselves underwent fatty degenerative 
changes. On the other hand, in the splenectomized 
animals, the process of reaction showed marked 
differences from those previously described, that is, in 
the splenectomized rodents erythropoesis had already 
reappeared by the third postirradiation day, with a 
high percentage (almost 50 per cent) of young, 
basophilic precursors of the mature white cell. 

On the third day the granulopoietic contingent 
exhibited 55 per cent of nucleated cells, that is, the 
initial displacement toward the right of the white cell 
series was already overcome, and there was no evi- 
dence in the splenectomized animals of fatty degenera- 
tion of the marrow tissues. 

The members of the two groups which were ex- 
amined on the fifth postirradiation day exhibited even 
more pronounced differences. In the splenectomized 
group the blood-forming parenchyma of the bone 
marrow now comprised 75 per cent of the total 
marrow tissue; in the nonsplenectomized group it 
comprised only 19 per cent. 

On the tenth postirradiation day the displacement 
toward the right had, in the splenectomized animals, 
reached an extreme grade, a grade of abnormality 
which was not reached in the nonsplenectomized 
group before the thirtieth postirradiation day. 

On the sixtieth postirradiation day all values had 
returned to normal. 

The authors conclude that the frequently en- 
countered assumption which tentatively postulates 
that the spleen exercises an inhibitory influence on the 
function of the bone marrow is supported by the find- 
ings in their material. — John W. Brennan, M.D. 


Radiation Protection in Gynecologic Radium Ther- 
apy According to the Newest Regulations (Strahlen- 
schutz bei gynaekologischer Radium-therapie nach 
den neuesten Vorschriften). E. v. ScHusert. Geburtsh. 
& Frauenh., 1958, 18: 201. 


THE AUTHOR, head of the gynecologic department 
of the Free University of Berlin, Germany, discusses 
the hazards of radiation in the vicinity of patients 
undergoing gynecologic radium therapy. The hazards 
apply especially. to nurses, physicians, and ward pa- 
tients in the bed next to the treated woman. 

The danger is particularly great for the gonads of 
exposed persons because much smaller doses of radia- 
tion are sufficient to cause irreversible damage to the 
gonads than is the case for other body tissues. Genet- 
icists have shown in experiments on mice and Dro- 
sophila flies that the doses of radiation are stored in 








Fic. 1 (Schubert). Cylindrical radium storage contain- 
er of lead, 5 cm. in thickness, In the axis, the radium car- 
rier made of lead with a brass chamber for 12 tubes. 
Left transport vessel for radium. 


the gonads throughout the entire life of the individual, 
and that comparatively small individual amounts 
accumulate to a total dose which, at the age of propa- 
gation, may very well cause harmful gene mutations. 

The different sources of radiation to which the 
gonads of the average population are exposed, such 
as cosmic rays and natural gamma rays are analyzed 
and tabulated. In view of the current widespread 
fear of the danger of fall-out it is of special interest 
that the average radiation from fall-out is estimated 
as 0.1 per cent of the over-all radiation from all 
sources; in other words, it is quite negligible at the 
present time. 

According to a report given at the convention of 
the World Health Organization in Stockholm in 1956, 
the gonads of the average person receive during the 
first thirty years of life 4.3 to 5.5 roentgens from 
different sources, depending on the altitude above 
sea level. In addition, about 3 roentgens are received 
from diagnostic x-rays, and 0.1 roentgen from fall-out. 
Altogether, between 7.4 and 8.6 roentgens are re- 
ceived by the average person during this period of life. 

The amount of radiation necessary to cause damage 
of the gonads and gene mutations is not known with 
certainty. The aforementioned report of the World 
Health Organization suggests that individuals up to 
the age of 30 years should not receive more than 50 
roentgens including the 8 roentgens from natural and 
medical sources, persons up to 40 not more than an 
additional 50 roentgens. Professional activities which 
would expose individuals to higher amounts of radia- 
tion should be done by persons beyond the age of 
fertility. 

In Germany, a law concerning exposure of pro- 
fessional workers is going to be enacted in the near 
future in order to protect not only the person but 
also future generations. The amount of exposure for 
professional workers shall not exceed 0.3 roentgen per 
week or 5 roentgens per year. This means that in an 
individual week the worker may receive 0.3 roentgen 
but not more than 5 roentgens in a year. 

The author discusses in detail the hazards for the 
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Fic. 2. Radiation protection chair for the physician, 
according to I. H. Mueller, Zurich, from the catalogue 
of Seimens-Reiniger, Inc. 


physician and the nurse during insertion of radium 
in the cervix. This procedure is often time-consuming 
as it includes dilatation and cleaning of the cervix 
and molding of the radium carrier according to the 
individual case. Similar exposure is unavoidable in 
removal of the inlay. The gonads of the physician 
and of the nurse to an even greater extent, receive 
considerable amounts of radiation during this pro- 
cedure. When 60 mgm. of radium were stored in a 
lead transport container of 1 cm. wall thickness the 
gonads of the nurse received 300 milliroentgens per 
hour; if the container was opened the amount in- 
creased to 600 milliroentgens per hour. 

Hazard also exists for the ward patient in the next 
bed and for the nurse taking care of the patient with 
a radium inlay. If the beds are 2 meters distant from 
each other the patient in the next bed is exposed to 
8 mr./hr., and since 60 mgm. of radium are usually 
applied for 50 hours in one treatment the gonads of 
the neighbor will receive 400 mr. during one treat- 
ment. Assuming the nurse spends 2 hours daily close 
to the patient, bathing, feeding, and catheterizing 
her, she will receive about 120 mr. during one treat- 
ment period of one patient. 

Another important problem is the storage of 
radium. The required thickness of the isolating lead 
wall depends on the amount of radium stored and on 
the distance of the wall safe to persons working in the 
laboratory. — Werner M. Solmitz, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Experience with Heat Inactivated Stabilized Human 
Serum Protein Solution; Preserved Serum (Erfahr- 
ungen mit der hitzeinaktivierten stabilisierten hu- 
manen Plasmaproteinloesung; Serumkonserve). K. 
SCHACHENHOFER. Wien. med. Wschr., 1958, 108: 216. 


PRESERVED SERUM (PS) has been administered with 
good results at the Surgical Department of Sophien- 
spital in cases of acute bleeding, shock, and as a pro- 
tein replacement. Several cases are discussed in detail. 

The compatibility of PS is excellent, as isoagglu- 
tinins and conglutinins are destroyed in the prepara- 
tion of this serum. If the virus of homologous serum 
hepatitis is present, it is inactivated by a 10 hour heat- 
ing at 60 degrees C. Usually no more than 500 ml. are 
administered at one time. The therapeutic effect per- 
sists for as long as 48 hours. 

—Victor R. Jablokow, M.D. 


The Problem of Bacterial Resistance to Antibiotics 
(El problema de la resistencia bacteriana a los anti- 
bidticos). Fco. Ruiz SANCHEZ. Gac. méd. Mex., 1957, 
87: 895. 


THE PHENOMENA Of resistance and sensitivity of the 
Micrococcus pyogenes isolated from scholars in a rural 
school, from patients presenting themselves in the 
out-patient department of the Hospital Civil in 
Guadalajara, and from various groups of patients in 
this institution, including nursing infants, patients 
with tuberculosis, patients with chronic infections, 
and patients with many diverse diagnoses was studied 
by means of penicillin, streptomycin, chlortetracy- 
cline, and various antibiotics. Eighty-six bacterial 
types were studied and classified by phagocytosis and 
agglutination tests. The relation between the types of 
bacteria, their sensitivity to the antibiotics, and the 
results of the coagulation tests in relation to the sen- 
sitivity to these drugs were determined. 

The authors’ studies appear to confirm the reports 
of the epidemiological implications of phage typing 
as reported by J. E. Blair. 

—W. Foster Montgomery, M.D. 


Mondor’s Disease (Die Mondorsche Krankheit). F. 
RosENAUER. Medizinische, 1958, 1: 308. 


Monpor’s DISEASE was described in 1939 by Mondor. 
The clinical picture consists of a firm somewhat nodu- 
lar strand, located on the lateral side of the breast 
between the mammilla and the anterior axillary line. 
It may extend inferiorly to the midabdominal region 
and superiorly to the anterior border of the axilla. It 
is located in the subcutaneous layer without any 
noticeable skin changes. On hyperextension of the 
body and on elevation of the breast the strand is 
Plainly visible because of the slightly indrawn skin 
over that area. 

_ The onset of the condition is insidious and its course 
1s painless, There always is a painless resolution of the 
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lesion and of the symptoms within 6 to 10 weeks. 
Females are afflicted more often than males (4:1) and 
the left side more often than the right (9:5). 

The pathological changes consist of a phlebitis of 
the external mammary (coeaniniananias vein. The 
etiology is unknown and the few hypotheses are not 
worth mentioning. Perhaps the most likely explana- 
tion would be the so-called ‘effort thrombosis” after 
occupational trauma. Histologically the lesion con- 
sists of endophlebitis or a full-fledged obliterating 
thrombosis with possible incipient recanalization, 
depending at what stage of disease the biopsy was 
taken. The course is absolutely benign and resolves 
without sequelae. 

The cancer prevention crusade of today brings an 
increasing number of female patients to physicians 
with true or imaginary lesions in their breasts. It is 
important that the average physician is familiar with 
the pathological picture of Mondor’s disease to enable 
him to make an intelligent differential diagnosis. 

—Gunars Medins, M.D. 


The Albright Syndrome (Sindrome di Albright). 
Franco SA vt. Riv. ostet. gin., Firenze, 1957, 12: 345. 


THE SYNDROME Of precox puberty is divided into four 
groups: (1) cases due to agents which act on the 
hypothalamus centers, (2) cases due to neoplastic 
lesions of the ovary, (3) cases due to neoplastic lesions 
or hyperplastic lesions of the adrenal glands, and 
(4) cases due to various causes. 

The author studied the first group, the cases due to 
agents which act on the hypothalamus centers. After a 
review of the physiology of the hypothalamus, he gives 
the characteristics of the syndrome of Albright. They 
consist mainly of the following: 

1. Disseminated osteitis fibrosa (both hyperostotic 
and hypo-ostotic) with segmental distribution. 

2. Areas of cutaneous pigmentation, which have a 
distribution suggesting some connection between them 
and the bone lesions. 

3. Sexual and somatic precocity when the condition 
occurs in the female. 

The etiologic factors of the syndrome are discussed 
and the anatomical pathological findings are reported; 
the latter were furnished by autopsy examination, 
surgical exploration, and bone biopsy. 

The author then discusses the symptoms and com- 
plementary research, the alteration of skeletal bone 
and radiographic appearance, and the endocrine, 
cutaneous, and chemical disturbances. 

The Albright syndrome is more frequent in the 
female, and precox puberty is never present in the 
male. However, signs of precox somatic development 
in the male are seen occasionally. The lack of the 
endocrinological disturbance in the male is probably 
more apparent than real. 

The syndrome presents several varieties in evolution. 
The prognosis is difficult, especially when the pa- 
tient does not demonstrate any improvement follow- 
ing therapy. 
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The Albright syndrome is easily recognized by the 
following characteristics: 

1. Precox puberty with menarche at 17 months 
while the other primary and secondary sexual charac- 
teristics develop at a later time. 

2. Osteoporosis and osteosclerosis; such lesions are 
bilateral and irregularly distributed and may also in- 
volve the skull. There is no generalized decalcification. 

3. Exaggerated somatic development. 

4. Hormonal disturbance, characterized by the 
elimination of large amounts of estrogen and gonado- 
tropic hormones, while the 17 ketosteroids show a light 
stimulation of the adrenal glands, and there is very 
little pregnanediol. 

5. Chemical determinations show the calcium, 
phosphorus, and cholesterol to be within normal 
limits. 

6. Roentgenography shows occasional hypertrophy 
of the thymus. 

Cases are described in which there is a lack of pig- 
mented skin. The bone lesions, skin lesions, and precox 
puberty do not necessarily appear at the same time, 
but one may follow the other after a long period of 
time. A differential diagnosis must be made from 
fibrotic poliostotic dysplasia, fibrocystic osteodys- 
trophy, multiple chondromatosis, and Paget’s disease. 

It is difficult to establish the right therapy for this 
type of syndrome because of its variations and our lack 
of knowledge of its etiopathogenesis. In the reported 
cases, the author tried to decrease the activity of the 
hypophysis by giving epiphysial extract for two periods 
of one month each, with a 30 day interval between 
(a total dosage of 20 injections and 80 tablets). This 
therapy would not give any result and was changed to 
calcium and Vitamin A and B, which also did not 
give any result. — Alexander 7. Conte, M.D. 


Schultz-Dale Test for Detection of Specific Antigen 
in Sera of Patients with Carcinoma. D. Burrows. 
Brit. M. F., 1958, 2: 368. 


THE SEARCH for a reliable easily performed serologic 
test for carcinoma has interested many investigators 
for more than 60 years, and the number of publications 
on the subject now runs into several thousands. Many 
workers have thought that it was unscientific to search 
for a serologic test for cancer because of the div _rsity 
of causes and types. Finding a suitable test is made 
more difficult because the full knowledge of the etiology 
of human cancer is incomplete. For other diseases the 
discovery of the etiologic agent has usually been fol- 
lowed by a simple serologic diagnostic test, i.e., the 
Widal reaction. 

Such a test should conform to certain criteria: it 
should be 90 per cent accurate in cases of cancer and 
95 per cent accurate for patients with noncancerous 
disease. Selections of the cases and controls for testing, 
need for reproducibility in different hands, knowledge 
of the extraneous factors affecting the cases, and a 
sufficient number of cases tested to be statistically 
significant are all important considerations. 

In 1955 Makari and Huck described a test for 
carcinoma which was based on two assumptions that 
seemed reasonable: 

1. Any carcinoma of the body will release into the 
circulation a substance specific to carcinomatous 





tissues and not found in normal patients, probably a 
molecule or part of a molecule making up the sub- 
stance of the tumor itself. Mann and Welker (1940, 
1943) stated that “the proteins of carcinoma tissue 
may appear in the blood stream and be detected by 
the appropriate antiserum.” 

2. It is possible to produce a reaction between this 
unknown substance and antibodies in a guinea pig 
which has been injected with carcinoma. Mann and 
Welker were able to detect an abnormal substance in 
cancer sera by using antibodies and a precipitin reac- 
tion. 

Makari’s method utilized one of the most sensitive 
methods for detecting antigen—the Schultz-Dale bath. 
Several antigens from carcinoma tissue for sensitizing 
guinea pigs were tried; the most successful of these 
gave 96.8 per cent positive results in proved carcinoma 
and only 4.8 per cent false positives in noncancerous 
lesions. 

In performing Makari’s test a fraction is obtained 
from any carcinoma by centrifuging and recentrifuging 
an aqueous emulsion of the tumor tissue. The deposit 
in Freund’s adjuvant is then injected subcutaneously 
into virgin guinea pigs which are sacrificed one month 
later. Uterine horns are suspended in a Schultz-Dale 
bath and are desensitized to normal elements and 
plasma by the addition of normal plasma until no 
further contractions are recorded. A portion of the 
test serum is then added to the immune horn and toa 
normal horn. If the patient had carcinoma the immune 
horn should have contracted, but not the control one. 
The intricate details and modifications of the tech- 
nique are described, and the uses and limitations of 
the test are discussed. 

Using Makari’s test the author investigated 207 pa- 
tients with noncarcinomatous disease with a 96.7 per 
cent accurate diagnosis; 301 patients with histologi- 
cally proved carcinomas were investigated with an 
accurate diagnosis of 96.7 per cent. The sera of 10 
patients with carcinoma were tested before and 3 
weeks after surgical removal. In all these patients, so 
far as could be ascertained, all the growth had been 
removed and there were no metastases, and 4 months 
later they were still free of recurrence. Of 8 cases 
including carcinoma of the breast or rectum 5 had 
become negative and 3 were still positive. Two cases 
of meningioma were still positive after 4 months, but 
on testing them 2 months later they had become nega- 
tive, as had the 3 other positive cases. Because of the 
nature of the test it is of no value in assessing the amount 
of carcinoma present in a patient, since serum from a 
patient with a small tumor will produce as large a 
contraction as serum from a patient with a large bulk 
of tumor. The test was found to be very accurate for 
tumors as small as one-half inch in diameter, but was 
thought to be valueless in detecting small areas of 
malignant change as, for example, in a polyp or 
leucoplakia. — Wayne Cameron, M.D. 


Cancer Cells in Sternal Marrow Aspirations (Ueber 
Krebszellbefunde im Sternalpunktat). H. Gimm and 
E. Kronke. Zbl. Chir., 1958, 83: 127. 


THE INCIDENCE of metastases in the sternal marrow 
as found on aspiration was reported by different 
authors in the range from 5 to almost 100 per cent. 
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In this study 94 carcinomas commonly showing bone 
metastases were investigated. 

In 33 aspirations in 94 patients with cancer and 6 
in whom it was suspected, tumor cells could be 
demonstrated. In 22 patients the result was con- 
sidered questionable and in 45 negative. In evaluating 
the cytological results the topography of the tissue 
section must be identified, as superficial degenerating 
tumor cells are difficult to differentiate from normal 
degenerating cells. Differentiation of tumor cells from 
reticular cells of the marrow and. megakaryoblasts 
was most difficult. 

It is of interest that in none of the cancer cells iden- 
tified were atypical mitoses seen. A decrease of vitality 
of these cancer cells deposited in the marrow is the 
explanation. The discovery of cancer cells in the bone 
marrow should not be identified as a metastasis as 
only in case of complete displacement of the bone 
marrow by tumor is it a metastasis. The intravasation 
of tumor cells may well be an early characteristic of 
invasiveness, but most of such cells are destroyed by 
intrinsic defense mechanisms. 

The finding of cancer cells in the bone marrow 
should not be a contraindication to surgical therapy. 
The fact that single and clumps of cancer cells show 
degenerative changes points to an anticancerous ac- 
tion of the bone marrow reticuloendothelial system. 

—Karel B. Absolon, M.D. 


Preliminary Experiences in the Treatment of Malig- 
nant Tumors with a New Nitrogen Mustard Phos- 
phoramide Ester (Erste Erfahrungen in der Behand- 
lung maligner Tumoren mit einem neuen N-Lost- 
Phosphamidester). Rupotr Grosz and Kraus Lam- 
BERS. Deut. med. Wschr., 1958, 83: 458. 


THIS REPORT concerns a new cytostatic agent, a cyclic 
nitrogen mustard phosphoramide ester which, in ani- 
mals, has a comparatively wide therapeutic range and 
less leucotoxic effect than other compounds. The sub- 
stance, N, N-bis (@-chlorethyl)-N’, o-propylene 
phosphoric acid diamide (B-518, Endoxan®), was 
administered to 45 patients with malignant diseases. 
These included lymphosarcoma, reticulum cell sar- 
coma, melanosarcoma, myeloma, Hodgkin’s disease, 
chronic myelogenous leukemia, and various carci- 
nomas. The optimum intravenous dose appears to be 
150 to 200 mgm. of the compound daily. Total intra- 
venous doses ranged from 2 to nearly 10 grams per 
course. Intravenous therapy was followed by oral 
maintenance doses of 80 to 100 mgm. daily. The drug 
was well tolerated when given orally. 

_ In 5 of 6 patients with lymphosarcoma, subjective 
improvement was rapid, and after 8 to 10 days of 
treatment, a decrease in size of the involved lymph 
nodes was apparent. No effect was apparent in one 
patient with melanosarcoma and in one with a retic- 
ulum cell sarcoma. Of 4 patients with myeloma, 3 
were treated with doses now known to be too low. In 
the fourth patient there was improvement of previ- 
ously impaired renal function. Signs of transverse 
myelitis due to destruction of two thoracic vertebrae 
disappeared, and there was pronounced subjective 
improvement. Four patients with Hodgkin’s disease 
required higher doses and were less obviously im- 
proved than the patients with lymphosarcoma. The 
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white cell count in the blood of 5 of 7 patients with 
chronic myelogenous leukemia decreased by 10,000 
to 40,000 cells per cubic mm. Spleen size was affected 
less. 

Only 9 of 21 patients with various carcinomas are 
considered to have been treated with adequate doses 
of endoxan. Five of these 9 became worse or failed to 
improve during therapy, although some of them felt 
better during the actual period of therapy. Results 
were equivocal in 3 of the 9 patients, and in one there 
was dramatic improvement. ‘This patient was a man 
who had metastases from a small carcinoma of the 
lung. An osteoclastic metastasis in the ilium regressed 
during therapy, pain in the hip disappeared, the sedi- 
mentation rate diminished, and the man gained 20 
kgm. in weight. 

Leucopenia was found in only 5 of the 45 patients 
who were treated, and the lowest white cell count 
recorded was 2,100. (In an addendum, bringing the 
total number of patients to 62, one additional patient 
who became leucopenic is listed. In this patient the 
white cell count fell to 750 per cubic mm. Two of 
these added 17 patients manifested a loss of hair.) 
Leucopenia appeared only with total doses over 5 
grams, and only after several weeks of treatment. In 
one patient, after two courses of intravenous therapy 
and a total dose of approximately 25 grams, the 
platelets fell from 142,000 to 88,000 per cubic mm. 
No anemia could be ascribed to the drug. There was 
no evidence of any toxic liver damage. 

Advanced solid carcinomas without endocrine de- 
pendence remain the most difficult therapeutic prob- 
lem. Perhaps a reasonable approach would be their 
treatment with x-ray as well as with cytotoxic agents, 
especially prophylactically after surgery. Endoxan 
appears to have some definite advantages. It has infre- 
quent adverse effects on the hemopoietic system, and 
these are usually not severe. The drug has been 
found to be subjectively well tolerated. 

—Elmer V. Dahl, M.D. 


Cytostatic Drugs and Malignant Tumors; Effect of 
Triethylene-Melamine, Diethylene-Dipropryloxy- 
Benzoquinone and Thiophosphoramide (Médica- 
tions cytostatiques et tumeurs malignes; action de la 
triéthyléne-mélamine, du _ diéthyléne-dipropryloxy- 
benzoquinone et de la thiophosphoramide). A. RAVINA 
and M. Perstev. Presse méd., 1958, 66: 371. 


In 2 PATIENTS with pulmonary carcinoma the employ- 
ment of triethylene-melamine was followed by reduc- 
tion of dyspnea and diminution of the shadow in 
roentgenograms. The drug has a greater tendency to 
produce leucopenia than other cytolytic substances 
used by the authors. 

Diethylene-2,5-dipropryloxy-3, benzoquinone or 
E 39 retards or inhibits cellular division in experimen- 
tal tumors. Frequent blood counts should be done 
because the chemical provokes leucopenia. The drug 
can be administered orally in the form of capsules, 
intravenously, intrapleurally, intraperitoneally, or it 
can be injected directly into accessible metastases. 
Four capsules, 5 mgm. each, are given daily, while 
10 mgm. constitute the dose for intravenous injections 
which are given every day. The total dose given by 
the authors ranged from 0.7 to 3 grams. 
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This drug was employed in 99 patients with malig- 
nant tumors and one with myeloid leukemia. Com- 
plete failure was recorded in 57 cases, including the 
one with leukemia. Neither the growth of the primary 
tumor nor development of metastases could be pre- 
vented. In 37 patients transient amelioration of various 
degrees was observed. The evolution of the malignant 
process was retarded or arrested and the patients’ 
lives prolonged. Pain disappeared in a relatively large 
percentage of cases. Other sequelae of the treatment 
were: disappearance of dyspnea or paresthesia, cessa- 
tion of metrorrhagia, hematuria, rectal discharge, 
vomiting, or diplopia. In numerous instances roent- 
genograms and endoscopic examinations revealed a 
marked shrinkage of the tumor. 

Intravenous or oral administration of E 39 may be 
followed by anorexia, nausea, vomiting, leucopenia, or 
agranulocytosis. To counteract the effect of E 39 on 
the white blood count, the authors prescribe daily per 
os 0.9 mgm. of desoxyribonucleinic acid with which 
it was possible to maintain the white count on a satis- 
factory level in 53 per cent of cases. 

Thiophosphoramide or thio-tepa was employed by 
the authors in only one patient with osseous metastases 
of a breast cancer. Some of the lesions disappeared but 
others remained unchanged or showed signs of evolu- 
tion. 

The addition of estrogens and androgens to chemo- 
therapy did not improve the results. Combination of 
chemotherapeutic agents with hydrocortisone pro- 
duced variable and contradicting effects. The anal- 
gesic action of 2:2-diphenyl-3-methyl-4-morphino- 
buturyl-pyrrolidine, called R 875 or palfium, is re- 
markable. Ten milligrams given orally will alleviate 
pain promptly, and in some cases instantaneously. 
The effect will last several hours. 

— Joseph K. Narat, M.D. 
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Correlation of the Pineal Gland and the Female 
Genital Tract (Sulle correlazioni tra ghiandola pi- 
neale ed apparato genitale femminile). Pretro 
TartTac ia. Riv. ostet. gin., Firenze, 1957, 12: 587. 


IN THIS ARTICLE there is an extensive review of the 
literature regarding the endocrine function of the 
pineal gland. A series of experiments are then pre- 
sented in detail, with the results. 

A series of 110 animals (20 rabbits and 90 rats) in 
different stages of development were divided into 4 
groups. Each group was then divided into 8 sub- 
divisions. Subgroup 1 was a control. Subgroup 2 was 
given daily injections of follicle-stimulating hormone. 
Subgroup 3 was given follicle-stimulating hormone 
and pineal extract. Subgroup 4 was given luteinizing 
hormone. Subgroup 5 was given luteinizing hormone 
with pineal extract. Subgroup 6 was given pineal 
extract alone. Subgroup 7 was given distilled water. 
Subgroup 8 was given follicle-stimulating hormone 
and luteinizing hormone. 

These animals were then sacrificed from the second 
to the eighth day after treatment and a complete 
examination was made of their pituitary glands, 
ovaries, uteri, and vaginas. The hormone therapy of 
these animals lasted only from 3 to 5 days. The breast 
tissue was also examined. The author found that the 
pineal extract produced a definite inhibitory effect on 
the follicle-stimulating and luteinizing hormones. 
When the pineal extract was given alone, greater 
activity was noted in the ovaries. From these observa- 
tions, the author is of the opinion that there is a bal- 
ancing effect on the ovarian hormones via the hypo- 
thalamus. The effect is similar to that seen between 
the pituitary gland and the hypothalamus. 

—Roland A. Manfredi, M.D. 





